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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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3rd  Annual  Course  in  Practical  Mod- 
ern Neurology,  Hotel  Fontainebleau, 
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prescribed  hrs.  AMA  credit.  “Pedi- 
atric Pulmonary  Disease,”  Feb.  18, 
16  prescribed  hrs.  AMA  credit. 
Braniff  Place,  New  Orleans,  LA 
Amer.  Thoracic  Soc.,  1740  Broad- 
way, New  York,  NY  10019. 

Refresher  Course  for  the  Family 
Physician,  U.  of  Iowa,  Iowa  City, 
IA,  Feb.  17-20.  AMA  and/or 
AAFP  credits.  Office  of  Con.  Med. 
Ed.,  U.  of  Iowa  Coll,  of  Med.,  101 
CMAB,  Iowa  City,  IA  52242. 


Basic  Neurology,  Hotel  Fontainebleau, 
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Harbour,  FT,  Feb.  29-March  5. 
40-50  hrs.  AMA  Category  I credits. 
Dir:  John  G.  Bellow,  MD,  30  N. 
Michigan  Ave.,  Chicago,  IL  60602. 

March 

Sixth  Annual  Aspen  Radiology  Con- 
ference, Aspen  Institute  for  Hu- 
manistic Studies,  Aspen,  CO,  March 
1-5.  Chr:  Emanuel  Salzman,  M.D., 
Div.  of  Radiology,  Beth  Israel 
Hosp.,  Denver,  CO  80204. 
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U.  of  Iowa,  Iowa  City,  IA,  March 
10.  AMA  and/or  AAFP  credits. 
Office  of  Con.  Med.  Ed.,  U.  of 
Iowa  Coll,  of  Med.,  101  CMAB, 
Iowa  City,  IA  52242. 

Selected  Topics  in  Internal  Medicine, 
Creighton  U.,  Omaha,  NE, 


March  10-12.  Coord,  for  Con.  Ed., 
Creighton  U.,  2500  California, 

Omaha,  NE  68178. 

Vision  Workshop  for  the  Family 
Physician,  U.  of  Iowa,  Iowa  City, 
IA,  March  11.  AMA  and/or  AAFP 
credits.  Office  of  Con.  Med.  Ed., 
U.  of  Iowa  Coll,  of  Med.,  101 
CMAB,  Iowa  City,  IA  52242. 

3rd  Spring  Conference  on  Cancer  Con- 
trol, “Current  Management  Con- 
cepts in  Breast  and  Gastrointestinal 
Malignancies,”  Nevada  Cancer  Con- 
trol Institute,  Las  Vegas,  NV, 
March  11-12.  Contact:  Ms.  Irene 
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Clinical  Neuro-Otolaryngology,  Eye 

and  Ear  Hospital  of  Pittsburgh,  U. 
of  Pittsburgh  School  of  Med.,  Pitts- 
burgh, PA,  March  25-27.  AMA 
Category  I credits.  Dir:  Sidney  N. 
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SD  57101. 

Renal  Disease  and  Hypertension, 
Americana  Hotel,  Bal  Harbour,  FL, 
March  31 -April  3.  Div.  of  Con. 
Med.  Ed.,  U.  of  Miami  School  of 
Med.,  Miami,  FL  33152. 
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SOUTH  DAKOTA 


A COMPARISON  OF  HEALTH  PROBLEMS  IN  COMPARA- 
BLE GROUPS  OF  INDIAN  AND  WHITE  ADULTS; 
PARTICULARLY  DIABETES,  ORAL  ANTI  DIABETIC  MEDI- 
CATIONS AND  PERIPHERAL  VASCULAR  DISEASE 


by 

Roscoe  E.  Dean,  M.D.* 


The  study  being  reported  is  a comparison  of  two 
groups  of  patients  admitted  to  Memorial  Hospital 
in  Wessington  Springs  during  the  same  period  of 
time,  both  groups  were  age  50  and  over  and  they 
were  admitted  consecutively.  One  group  of  patients 
was  white  and  the  other  Indian.  Each  patient  had 
a routine  work  up  and  profile.  In  other  words,  during 
the  same  period  that  the  fifty  consecutive  Indian 
patients  were  studied  fifty  consecutively  admitted 
white  patients  were  studied  in  exactly  the  same  way. 
The  Laboratory  of  Clinical  Medicine  was  responsible 
for  all  lab  work. 

We  are  presenting  the  entire  set  of  figures  be- 
cause others  may  wish  to  do  a deeper  analysis  of 
the  subject.  I am  simply  presenting  the  raw  facts. 

Abbreviations  used: 

OPD  - Obstructive  pulmonary  disease,  emphysema 

RHF  - Right  heart  failure 

CHF  - Congestive  heart  failure 

ASCVD  - Arteriosclerotic  cardiovascular  disease 

CA  - Carcinoma 

PVD  - Peripheral  vascular  disease 
UTI  - Urinary  tract  infection,  pyelitis 
URI  - Upper  respiratory  infection 
HCVD  - Hypertensive  cardiovascular  disease 


*Family  practice  physician,  Wessington  Springs,  S.D. 


GI  - Gastrointestinal 

CVA  - Cerebral  vascular  accident 

PID  - Pelvic  inflammatory  disease 

TB  - Tuberculosis 

CVD  - Cardiovascular  disease 

MI  - Myocardial  infarction 

RHD  - Rheumatic  heart  disease 

Rh  - Rheumatoid  arthritis 


Of  the  fifty  consecutive  white  patients,  age  50  and 
over,  there  were: 

30  male  and  20  female. 

5 were  diabetics. 

2 were  on  insulin  therapy,  2 on  oral  medication  and 
1 was  on  oral  and  insulin  medication. 

15  had  evidence  of  peripheral  vascular  disease. 

5 had  urine  that  contained  sugar  and  4 had  urine 
that  contained  albumin. 

Average  age  of  the  50  white  patients  was  72. 
Average  fasting  blood  sugar  was  129. 

Average  weight  for  male  patients  was  165  and  for 
female  patients  was  152. 

Average  blood  pressure  was  144/77. 

Average  blood  urea  nitrogen  was  21. 

Average  cholesterol  was  192. 

Average  creatinine  was  1.2. 

Average  uric  acid  was  6.0. 
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This  Is  Your 


Medical  Association 


The  following  physician/instruc- 
tors will  participate  in  the  first 
six  week  Rural  Family  Medicine 
Clerkship  program  which  is  re- 
quired for  all  senior  medical 
students:  B.  C.  Lushbough,  M.D., 
Curtis  Wait,  M.D.,  Brookings;  G. 
R.  Bell,  M.D.,  L.  W.  Karlen, 
M.D.,  DeSmet;  Raymond  Nemer, 
M.D.,  K.  K.  Verma,  M.D., 
Gregory;  Gary  Welsh,  M.D.,  J. 
H.  Bertheau,  M.D.,  Lead;  A.  A. 
Lampert,  Jr.,  M.D.,  H.  J.  Stens- 
rud,  M.D.,  Madison;  J.  E.  Ryan, 
M.D.,  L.  M.  Linde,  M.D.,  Mo- 
bridge;  B.  O.  Lindbloom;  M.D., 
R.  C.  Jahraus,  M.D.,  Pierre; 
W.  R.  Tschetter,  M.D.,  Joseph 
Kovarik,  M.D.,  Rapid  City;  H.  A. 
Saloum,  M.D.,  R.  J.  Foley,  M.D., 
Tyndall. 

!|c  ^ ^ ^ 

John  Nanson,  M.  D.,  Brookings, 
has  been  notified  that  he  suc- 
cessfully completed  the  June 
1975  examination  of  the  Ameri- 
can Board  of  Internal  Medicine 
and  is  now  a certified  specialist 
in  internal  medicine. 

:}c  :{: 

Denise  Mehia,  M.D.,  an  internist, 
has  opened  her  office  in  Edge- 
mont.  Dr.  Mehia  is  a graduate  of 
the  University  of  Santo  Domingo. 
She  interned  at  Bronx  Lebanon 
Hospital,  New  York,  and  re- 
ceived her  internal  medicine  and 
cardiology  residency  training  at 
Misericordia  Fordham  Hospital, 
New  York.  Dr.  Mehia  practiced 
for  nearly  one  year  at  the  Fort 
Meade  Veterans  Administration 
Center  before  moving  to  Edge- 
mont. 


The  American  College  of  Sur- 
geons inducted  Gordon  R.  Held, 
M.D.,  Yankton,  and  R.  R.  Law- 
rence, M.D.,  Mobridge,  as  Fel- 
lows during  their  recent  annual 
meeting  held  in  San  Francisco. 

❖ * * * 

E.  H.  Heinrichs,  M.D.,  Water- 
town,  was  the  guest  speaker  at 
the  Watertown  Juvenile  Diabetes 
Foundation’s  recent  meeting. 

^ s{: 

Robert  Quinn,  M.D.,  Sioux  Falls, 
was  installed  as  president  of  the 
North  Central  Medical  Confer- 
ence at  the  annual  meeting  held 
in  Minneapolis.  Members  of  the 
North  Central  Conference  are 
those  physicians  who  are  mem- 
bers of  the  State  Medical  As- 
sociations from  South  Dakota, 
Iowa,  Minnesota,  North  Dakota 
and  Nebraska. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Durward  Lang,  M.  D.  and  John 
Barlow,  M.  D.,  Sioux  Falls,  pre- 
sented workshops  at  the  meeting 
of  the  American  Society  of  Med- 
ical Technologists  held  in  Sioux 
Falls.  Dr.  Lang,  and  William 
Quick,  M.  D.,  Yankton,  spoke 
on  radioimmunoassay  as  applied 
to  endocrinologic  problems,  and 
Dr.  Barlow  spoke  on  quality  con- 
trol in  blood  banking. 

:-c  H4 

The  Rapid  City  Medical  Center 
announced  the  addition  of  Ken- 
neth A.  Vogele,  M.  D.,  a gas- 
troenterologist, to  its  staff.  Dr. 
Vogele  is  a graduate  of  the  Uni- 
versity of  Nebraska  and  served 
his  internship  and  one  year  of 
residency  at  Virginia  Mason  Hos- 
pital, Seattle,  Washington.  He 
completed  his  residency  at  Ne- 
braska and  was  certified  by  the 
American  Board  of  Internal  Med- 
icine, and  completed  two  addi- 
tional years  of  training  in  gastro- 
enterology at  Nebraska. 

* ❖ ❖ * 

Governor  Richard  Kneip  an- 
nounced the  appointment  of  B. 
C.  Gerber,  M.  D.,  Aberdeen,  to 
a three  year  term  on  the  South 
Dakota  Board  of  Basic  Science 

Examiners. 

$ $ $ * 

Members  of  the  South  Dakota 
Society  of  Radiologic  Tech- 
nicians heard  Frank  Messner, 
M.  D.,  Yankton,  speak  on  I.V. 
Pyelogram  with  Tomography  at 
their  Southeastern  District  meet- 
ing. 

(continued  on  page  31) 
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SOUTH  DAKOTA 


Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 
Lecture  #5 

MIDLINE  LESIONS  OF  THE  BRAIN 

by 

George  C.  Flora,  M.D.* 


Physicians  who  practice  general  medicine  hear 
complaints  of  head  “aches  and  pains.”  Many  of  us 
were  taught  that  “deep  midline  lesions”  cause  these 
retro-orbital,  bitemporal  or  generalized  head  “aches 
and  pains”  and  we  remembered  it  and  worry.  Just 
where  and  what  those  “deep  midline  lesions”  were 
was  seldom  made  clear  or  well  remembered.  Many 
times  we  ponder,  “Is  there  a deep  lesion?”. 

Before  progressing,  let  it  be  stated  that  lesions 
of  deep  midline  structures  are  rare  and  of  the  lesions 
that  do  occur,  tumors  comprise  but  a small  percent. 

First,  lesions  developing  in  the  deep  midline 
structures  involve  the  “primitive  neural  tube”  part 
of  the  brain.  “Primitive”  in  its  diffuseness  of  func- 
tion with  little  specialization  or  compartmentaliza- 
tion  of  function.  These  structures  have  retained 
original  arterial  patterns  which  is  quite  different 
from  the  hemispheres.  The  human  hemispheres 
have  literally  “outgrown”  and  “over-extended”  the 
original  plan  for  the  middle  cerebral  artery  and 
are  consequently  subject  to  infarctions,  not  true  for 
midline  structures. 

Secondly,  being  deep  and  protected  by  the  over- 
growth of  the  hemispheres,  they  have  by  evolution 
become  even  less  vulnerable  to  trauma  than  was 
the  original  neural  tube. 

Thirdly,  the  total  mass  of  this  area  is  but  one- 
fiftieth  of  the  total  brain  parenchyma  so  lesions  such 
as  gliomas,  neoplastic  metastases,  septic  emboli, 
vasculitis  and  other  entities  that  have  random  dis- 
tribution are  only  one-fiftieth  as  likely  to  involve 
this  area. 


*Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, Glidden  Hall,  Sioux  Falls  College,  Sioux  Falls,  SD. 


For  these  reasons,  one  need  not  question,  “Is 
there  a deep  midline  lesion  in  this  human?”  as 
often  as  “Is  there  a hemispheral  lesion?”.  The 
lesions  are  few  and  their  sign  complex  are  simple 
and  clear  cut. 

Anterior  midline  lesions,  beneath  the  frontal 
lobes,  develop  from  trauma  and  from  neoplasia  of 
the  meninges.  Loss  of  appreciation  of  smell,  not 
being  able  to  detect  the  presence  of  an  odor,  is  the 
significant  feature.  Human  olfactory  sensibility  is 
poor  compared  to  other  animals  and  it  is  rendered 
even  less  sensitive  by  common  colds,  smoking,  in- 
halation of  petroleum,  decongestant  products,  but 
total  deficit  after  head  trauma  is  a reliable  sign  that 
pathology  to  deep  structures  is  present  and  it  has  a 
poor  prognosis.  A second  lesion  occurs  at  this  site 
and  it  is  the  “olfactory  groove”  meningioma. 
Progressive  dementia  in  middle  age  in  a patient  who 
shows  no  appreciation  of  odor  from  one  nostril,  a 
total  absence  of  awareness  of  the  odor — not  a partial 
insensitivity,  has  this  treatable  lesion  whose  recogni- 
tion and  treatment  prevents  further  damage  to  that 
brain. 

Lesions  also  develop  within  or  adjacent  to  the 
pituitary  fossa,  the  region  of  the  sella  tursica.  The 
significant  sign  complex  is  “pain  behind  the  eyes” 
but  also  they  have  neurologic  deficit.  The  loss  of 
vision  to  the  sides  (bitemporal  hemianopsia), 
double  vision  (diplopia),  seizures,  and  occasionally 
hypoendocrinism.  These  lesions  though  rare  are 
surgically  vulnerable  adenomas  of  the  pituitary, 
craniopharyngiomas  (many  are  calcified  on  skull 
x-ray)  and  occasionally  aneurysms  of  the  carotid 
system  so  detection  is  truly  significant. 

Lesions  within  the  third  ventricle,  ones  occluding 
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the  aqueduct  which  connects  the  third  and  fourth 
ventricles  or  lesions  that  fill  up  the  fourth  ventricle 
present  with  the  same  sign  complex.  They  produce 
“intense  headache”  but  more  important  with  loss  of 
vision  (papilledema),  dementia  and  nausea  and/or 
vomitting  are  usually  present.  The  cardinal  sign  is 
a “choked  disc.”  The  ophthalmologic  picture  of  this 
is  easy  to  see.  It  consists  of  loss  of  definition  of 
structures,  and  hemorrhages  within  the  “disc”  itself. 
The  techniques  of  “shunting”  have  made  the  detec- 
tion of  these  lesions  meaningful  because  these  pa- 
tients can  often  be  converted  to  normal,  productive, 
comfortable  humans  by  a relatively  simple  “plumb- 
ing” procedure.  The  lesions  that  occur  here  are  the 
ependymomas,  colloid  cysts,  pineaolomas,  sub- 
ependymal astrocytomas  and  other  unpronounce- 
able things. 

Lesions  occurring  in  the  caudate,  globus  pallidus, 
putamen,  thalamus,  subthalamic  nucleus  of  Luys’ 
show  little  clinical  evidence  of  their  presence.  The 
signs  that  occur  from  focal  lesions  within  these 
structures  are  those  of  “hemisphere  type.”  Infarc- 
tions, tumors,  abscesses,  plagues,  and  arteriovenous 
malformation  produce  compression  of  or  reaction  of 
the  internal  capsule.  These  para-gangliar  lesions 
produce  contralateral  hemimotor-sensory-visual,  or 
if  on  the  left,  aphasic  deficits  as  previously  de- 


scribed. Concepts  of  brain  function  which  we  all 
learned  leads  one  to  relate  chorioathetosis  (of 
Huntington’s  Disease)  with  the  caudate,  hemiballism 
with  the  subthalamic  nucleus,  Parkinsonian  tremor 
and  rigidity  with  the  substantia  nigra,  double 
athetosis  with  the  putamen  and  globus  pallidus  but 
clinically  do  not  expect  these  dyskinesias  to  be  signs 
of  focal  lesions  of  these  structures.  The  development 
of  unilateral  tremor,  chorea,  athetosis,  torticollis, 
rigidity,  etc.,  will  not  be  from  a focal  lesion  and 
“tumor”  need  not  be  excluded.  Unilateral  dyski- 
nesias and  extrapyramidal  deficit  of  Parkinson's  or 
Huntington’s  occur  often  but  invariably  become 
bilateral  within  months  to  years. 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 

Sioux  Faffs,  SD  57105 

PUTTING  PEOPLE  IN  MOTION 
with  American  Stairglide  products 


Phone  us  toll  free 
for  more  information 
1-800-952-3968 
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SOUTH  DAKOTA 


CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


AORTIC  ANEURYSMS -ADVANCES  IN  DIAGNOSIS  AND 

TREATMENT 

Robert  Willix,  M.D.*  John  F.  Barlow,  M.D.,  FCAP** 

Surgeon — Discusser  Pathologist — Editor 


CASE  NO.  M657407 

This  83-year  old  Caucasian  male  was  referred  to  Sioux 
Valley  Hospital  because  a pulsating  abdominal  mass  was 
found  in  the  mid-abdomen  by  his  referring  physician.  The 
patient  had  noted  this  three  months  previously  and  also 
had  noted  a 40  pound  weight  loss  over  the  same  period  of 
time  from  his  usual  weight  of  164  to  present  weight  of  124. 
There  had  been  a mild  anorexia.  The  patient  had  no  history 
of  high  blood  pressure,  dyspnea,  chest  pain  or  other  cardiac 
symptoms.  He  had  had  an  appendectomy  in  1946.  He  ad- 
mitted to  chronic  constipation  for  many  years.  There  was 
no  history  of  intermittent  claudication. 

PHYSICAL  EXAMINATION:  Temperature  97.0°F,  pulse 
68/minute  and  regular,  respirations  28/minute,  blood  pres- 
sure 106  systolic  and  56  diastolic.  Examination  of  the  head 
and  neck  revealed  no  abnormalities.  The  fundi  showed  a 
small  black  scar  on  the  left.  There  was  a yellow  appearing 
papule  on  the  left  tonsil.  The  lungs  were  clear  to  ausculta- 
tion and  percussion.  The  heart  had  a normal  sinus  rhythm 
and  was  not  enlarged.  Examination  of  the  abdomen  re- 
vealed a 6 cm.  pulsatile  abdominal  mass.  The  femoral 
pulses  were  2+  bilaterally.  The  popliteal  pulses  were  1 + 
bilaterally.  No  dorsalis  pedis  or  posterior  tibial  pulses  could 
be  felt  but  the  pulses  were  audible  with  a dopier. 

RADIOLOGY:  Ultrasound  demonstrated  a fairly  large 

abdominal  aortic  aneurysm.  An  abdominal  aortogram  re- 
vealed a large  atherosclerotic  aneurysm  of  the  abdominal 
aorta  below  the  renal  arteries  with  extensive  atherosclerotic 
changes  in  the  iliac  arteries  with  an  occlusion  of  the  ex- 
ternal iliac  on  the  left.  A barium  enema  showed  diverticu- 
losis.  Sigmoidoscopy  was  negative.  Pulmonary  function 
studies  were  within  reasonable  limits  for  age.  Chest  film 
showed  tortuosity  of  the  aorta  with  possible  aneurysmal 
dilatation. 

LABORATORY  DATA:  Three  stools  for  guaiac  were  nega- 
tive. Urinalysis:  within  normal  limits,  specific  gravity  1.014 
complete  blood  count:  hemoglobin  12.8  gms/dl,  RBC  4.29 
million/mm3,  hematocrit  39  vols/dl,  mean  corpuscular 
hemoglobin  31  micromicrograms,  mean  corpuscular  volume 
88  cubic  micra,  mean  corpuscular  hemoglobin  coneentra- 


* Cardiovascular  Surgeon,  Sioux  Valley  Hospital  and 
Central  Plains  Clinic,  Sioux  Falls;  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 

** Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 


tion  34%,  total  leukocyte  count  4600/mm3  with  56% 
segmented  neutrophils,  4%  neutrophilic  bands,  39% 
lymphocytes,  1%  monocytes.  The  platelets  appeared  normal 
in  number  and  morphology  and  the  red  cells  were  normo- 
chromic; normocytic.  pH  7.38,  pCOo  33  mniHg,  CO;,  con- 
tent 20  meq/L,  PO,  74  mmHg.,  02  saturation  94%.  A 12 
panel  survey  was  within  normal  limits.  An  electrocardio- 
gram showed  an  old  inferior  wall  infarction  and  sinus 
bradycardia. 

CASE  M656332 

This  73-year  old  Caucasian  male  was  admitted  to  Sioux 
Valley  Hospital  with  a chief  complaint  of  bilateral  calf 
pain  of  three  years  duration,  more  severe  in  the  last  three 
months.  The  pain  was  more  severe  in  the  left  calf  around 
the  proximal  lower  leg  and  extended  into  the  knee.  There 
was  also  some  pain  in  the  gluteal  region  on  walking  in  the 
past  few  weeks.  It  was  markedly  accentuated  by  walking 
until  during  the  past  month  he  was  unable  to  walk  more 
than  100  feet  without  severe  pain.  The  patient  had  even 
developed  pain  in  the  calves  at  rest  or  which  would  wake 
him  at  night  in  the  last  few  months.  The  patient  had 
muscular  pain  in  the  right  shoulder  and  back.  The  patient 
also  had  a diagnosis  of  gout  which  was  asymptomatic  on 
allopurinol.  He  had  been  a heavy  smoker  but  had  stopped 
several  years  previously  after  the  diagnosis  of  emphysema. 
He  still  had  a productive  cough  with  white  sputum  but 
no  orthopnea  or  hemoptysis.  Thirteen  years  ago  he  had  had 
a myocardial  infarction,  but  had  no  recent  chest  pain.  He 
had  also  had  a traumatic  amputation  to  the  right  mid-fore- 
arm  17  years  previously,  an  operation  for  kidney  stones, 
and  a removal  of  left  testis  many  years  ago  during  a hernia 
repair.  He  had  had  a transurethral  resection  of  the  prostate 
15  years  ago  and  removal  of  two  carcinomas  of  the  lip,  one 
six  months  ago  and  one  12  years  previous.  The  patient  was 
in  otherwise  good  health. 

PHYSICAL  EXAMINATION:  Pulse  70/minute  and  regu- 
lar, respirations  18/minute  and  regular.  Weight  161  lbs, 
height  5'8",  blood  pressure  136  systolic  and  80  diastolic. 
This  was  a well  developed,  well  nourished  elderly  man.  The 
patient  had  reddish  brown  macular  lesions  across  the  chest 
which  had  been  previously  diagnosed  as  tinea  versicolor. 
Examination  of  the  head  and  neck  showed  some  mild  ar- 
teriovenous nicking  in  the  fundi.  The  lungs  were  moderately 
hyperresonant  to  percussion.  The  heart  was  of  normal  size 
and  there  were  no  murmurs.  The  heart  rhythm  was  normal. 
Examination  of  the  abdomen  revealed  a bruit  best  heard 
about  two  fingerbreaths  above  the  umbilicus.  There  was 
no  palpable  abdominal  mass.  There  was  an  absent  left 
testis.  The  prostate  was  2+  enlarged  and  very  firm.  The 
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radial,  brachial,  carotid,  femoral,  popliteal,  dorsalis  pedis 
and  posterior  tibial  pulses  were  full,  regular  and  equal  bi- 
laterally. There  was  good  color  to  the  lower  extremities  but 
some  bilateral  loss  of  hair.  Straight  leg  raising  test  was  nor- 
mal. Homan's  sign  was  negative.  Neurologic  examination 
was  unremarkable. 

RADIOLOGY:  Chest  film  was  interpreted  as  showing  bi- 
lateral pulmonary  emphysema  and  slight  calcification  and 
torsion  of  the  aorta.  Films  of  the  lumbar  spine  showed 
severe  osteoporosis  with  minimal  sclerosis  and  hypertrophic- 
lipping.  There  was  compression  of  the  superior  aspect  of 
L-5  secondary  to  osteoporosis.  An  aortogram  showed  gener- 
al atherosclerosis.  There  was  a high  grade  stenosis  of  the 
left  external  iliac  artery  at  its  origin  and  possibly  of  the 
left  common  iliac  artery  about  2 cm.  below  the  bifurcation. 
An  ultrasonic  study  revealed  a 5 x 5 x 7 cm  abdominal 
aortic  aneurysm. 

LABORATORY  DATA:  Urinalysis:  negative,  specific- 

gravity  1.020,  hemoglobin  14.5  gms/dl,  total  leukocyte 
count  4,700/mms  with  a normal  differential.  Zetacrit  50% 
(normal  40-54%),  Acid  phosphate,  12  panel  chemistry  and 
electrolytes  were  within  normal  limits.  The  patient  was 
referred  in  for  definitive  surgery. 

DR.  WILL1X:  The  first  patient  was  an  83-year  old 
man  who  was  quite  healthy.  The  physical  examina- 
tion was  within  normal  limits  except  that  he  had 
a pulsatile  abdominal  mass  that  measured  6 cms.  in 
cross  sectional  diameter.  He  did  not  have  palpable 
pulses  beyond  the  popliteal  arteries  but  the  pulses 
were  audible  with  a dopier.  This  is  important.  His 
chest  x-ray  showed  tortuosity  of  the  aorta  and/or  a 
thoracic  aortic  aneurysm.  This  patient  had  symptoms 
of  weight  loss,  anorexia,  and  constipation.  With  these 
symptoms  one  would  have  to  consider  that  the  ab- 
dominal mass  might  be  a neoplasm  such  as  a carci- 
noma of  the  colon  with  infiltration  into  the  mesen- 
tery, retroperitoneal  lymphoma  or  sarcoma  or  even 
a pseudocyst  of  the  pancreas.  For  this  reason,  barium 
enema,  sigmoidoscopy,  and  stool  guaiacs  were  car- 
ried out  but  were  negative.  A thoracic  and  abdomi- 
nal aortogram  was  done  to  evaluate  the  possibility 
that  the  patient  had  a huge  aneurysm  extending  from 
his  thoracic  aorta  down  to  the  bifurcation  of  his 
iliac  arteries.  The  patient  also  had  an  ultrasound 
examination  confirming  the  diagnosis  of  aortic 
aneurysm. 

One  should  bring  up  the  point  whether  an  83- 
year  old  gentleman  should  ever  be  considered  for 
surgical  intervention.  The  patient  was  in  excellent 
physiologic  condition  with  no  other  cardiovascular 
or  other  physical  abnormalities.  He  was  felt  to  be 
physiologically  much  younger  than  his  stated  age 
of  83. 

The  second  case  was  a man  with  typical  symptoms 
of  intermittent  claudication.  He  had  severe  claudica- 
tion particularly  on  the  left  side  which  was  progres- 
sive and  brought  on  by  walking  shorter  and  shorter 
distances.  The  recent  onset  of  rest  pain  in  the  calves 

^Radiologist,  Sioux  Valley  Hospital,  Sioux  Falls,  SD. 


which  awoke  him  at  night  and  the  onset  of  pain  in 
his  gluteal  region  on  walking  are  significant  clinical 
symptoms.  These  symptoms  of  hip  claudication  and 
pain  at  rest  are  often  symptoms  that  precede  signifi- 
cant complications  of  peripheral  vascular  disease 
such  as  ulceration  or  gangrene.  These  symptoms  are 
indications  for  surgical  intervention  in  a patient  in 
reasonable  health  and  who  has  a surgically  correct- 
able lesion.  Another  interesting  thing  in  this  patient 
was  the  presence  of  all  the  pulses  of  the  lower  ex- 
tremities. Everyone  who  examined  this  patient  felt 
these  pulses  as  2+  bilaterally  and  yet  his  major 
symptoms  were  intermittent  claudication.  For  many 
years  this  patient  was  suspected  to  have  small  vessel 
disease  due  to  arteritis  from  collagen  disease  or  to 
diabetic  vascular  disease  in  a patient  whose  diabetes 
was  not  yet  manifest.  When  one  considers  peripheral 
vascular  disease,  you  must  divide  it  into  three  sys- 
tems. One  is  the  flow  of  blood  into  the  abdominal 
aorta  to  the  iliac  system  and  another  is  the  flow 
beyond  the  inguinal  region  to  the  distal  vessels.  The 
third  is,  of  course,  the  flow  in  the  small  vessels.  In- 
deed, patients  can  have  occlusion  of  the  iliac  ves- 
sels and  all  the  symptoms  and  signs  of  peripheral 
vascular  disease  and  yet  their  peripheral  pulses  are 
present.  With  exercise  testing  and  with  measure- 
ments of  pressure  above  and  below  an  obstruction, 
or  by  measuring  blood  pressure  in  the  popliteal 
artery  by  placing  a blood  pressure  cuff  on  the  thigh, 
one  may  demonstrate  a definite  drop  in  pressure 
and  decrease  in  flow  when  the  patient  is  significantly 
stressed  or  exercised.  The  specific  indication  for 
angiography  in  this  patient  was  the  presence  of  pulses 
in  spite  of  the  symptoms  of  rest  pain.  Although  no 
abdominal  mass  could  be  palpated  and  with  the 
knowledge  that  the  aortography  was  negative  for 
aneurysm,  we  elected  to  do  an  ultrasonic  study  of 
his  abdomen  to  determine  whether  there  was  an 
abdominal  aortic  aneurysm  also  present. 

Dr.  McHardy,  will  you  discuss  some  of  the 
angiography  and  ultrasonic  studies  on  these  patients? 
*DR.  BRYSON  McHARDY:  When  a patient  is  sent 
to  the  x-ray  department  for  evaluation  of  possible 
atherosclerotic  disease  of  the  abdominal  aorta  and 
its  branches,  the  first  test  is  a plain  film  of  the 
abdomen.  If  the  aneurysm  is  calcified,  you  can  often 
see  the  widening  of  the  wall  of  the  aorta  on  the 
plain  film.  In  the  first  case  you  can  see  the  calcified 
aorta  which  is  widened.  (Fig.  1)  The  aortogram 
shows  a typical  extensive  aneurysm  starting  just 
below  the  renal  arteries.  There  is  some  involvement 
of  the  common  iliac  arteries  but  they  are  patent. 
(Fig.  2)  In  the  second  case,  the  plain  film  is  not 
helpful  in  evaluating  the  size  of  the  aorta.  The  aorto- 
gram shows  mild  dilatation  of  the  aorta  but  .there 
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Figure  1 

Fine  flecks  of  calcium  in  line  as  illustrated  by  black  dotted 
line  (drawn  in)  represent  aortic  wall. 


Figure  2 

Aortic  aneurysm  on  aortogram.  No  occlusion  of  femoral 
arteries. 


is  extensive  intimal  disease.  There  is  a little  extra- 
vasation of  radiocontrast  material  probably  due  to 
some  subintimal  injection.  (Fig.  3)  We  then  proceed- 
ed to  the  ultrasonic  studies  in  the  B mode.  The  trans- 
ducer in  this  study  sends  waves  into  the  abdomen 
for  a short  period  of  time,  and  then  spends  a longer 
period  of  time  listening  for  the  echos  that  occur.  A 
longitudinal  and  transverse  scan  are  both  done.  The 
abdominal  aorta  is  ideal  for  this  type  of  ultrasonic 
study  because  there  is  a central  core  of  blood  which 
is  basically  echo  free  and  the  walls  of  the  aorta  have 
a higher  impendance  giving  rise  to  many  echos.  The 
dilated  aortic  aneurysm  is  demonstrated  on  this  ultra- 
sonic study.  (Fig.  4)  Transverse  scan  also  demon- 
strated the  aortic  aneurysm.  Thus,  in  the  second 
case  ultrasonography  demonstrated  an  aneurysm 
Which  was  not  seen  in  the  aortogram. 


Figure  3 

No  aneurysm  demonstrated  by  aortogram.  Occlusion  of 
right  external  iliac  artery.  Irregularity  of  intima  is  also 
seen. 


Figure  4 

Ultrasonic  study  revealing  aortic  aneurysm  (clear  space). 
Anterior  abdominal  wall  is  at  the  top  of  the  picture. 

DR.  WILLIX:  The  first  patient  underwent  an 
aneurysmectomy  because  of  a large  aneurysm  with 
replacement  by  a bifurcation  graft.  His  postoperative 
course  was  uneventful  and  he  was  discharged  two 
weeks  after  the  procedure.  The  second  patient  had 
two  indications  for  surgery.  One  was  the  peripheral 
vascular  disease  with  occlusion  and  the  second  was 
a 5.5  cm  abdominal  aortic  aneurysm.  He  had  almost 
total  occlusion  of  his  external  iliac  artery  shown  on 
the  angiogram.  Because  of  this  and  because  of  the 
danger  of  rupture  from  his  aortic  aneurysm,  the 
patient  also  had  an  abdominal  aneurysmectomy  and 
replacement  by  a bifurcation  graft.  The  patient’s 
postoperative  course  was  uneventful  and  he  was  dis- 
charged. With  these  two  cases  as  illustrations,  let  us 
now  go  on  to  discuss  abdominal  aortic  aneurysms. 
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ABDOMINAL  AORTIC  ANEURYSMS 
Etiology 

The  abdominal  aorta  is  the  most  common  site  of 
aneurysm  formation  in  the  aorta.  The  incidence 
varies  from  30  to  75  percent  of  all  aortic  aneurysms, 
depending  on  series.12  Ninety-five  percent  of  all 
abdominal  aneurysms  are  located  just  distal  to  the 
renal  vessels.  The  upper  abdominal  aorta  is  involved 
in  thoracoabdominal  aneurysms  but  discrete  aneury- 
sms of  this  area  between  the  diaphragm  and  the 
renal  vessels  are  extremely  rare.  Only  15  percent  of 
all  patients  with  this  disease  are  women.  In  the  male, 
the  mean  age  is  65. 

It  is  said  that  arterial  degeneration  from  atheros- 
clerosis is  the  most  common  cause  of  aortic  an- 
eurysm. Medial  necrosis,  such  as  occurs  in  Marfan’s, 
and  aortitis,  such  as  occurs  in  syphilis,  are  occasional 
causes  of  abdominal  aortic  aneurysms.  The  majority, 
that  is,  greater  than  95  percent,  are  thought  to  be 
secondary  to  atherosclerosis.  Why  do  aneurysms  oc- 
cur mainly  below  the  renal  arteries?  An  attractive 
theory  of  etiology  was  proposed  by  Benjamin  in 
1967M  that  occlusion  of  vessels  nutritive  to  the  aortic 
wall  caused  degeneration  in  tensile  strength  which 
led  to  aneurysm  formation.  He  showed  that  the  vasa 
vasora  were  fewer  in  number  in  the  abdominal  than 
in  the  thoracic  aorta,  and  that  they  failed  to  cross 
through  the  vascular  wall  from  one  side  to  the  other. 
Since  vasa  vasora  are  first  branches  of  lumbar  ves- 
sels and  these  are  frequently  occluded  in  patients 
with  aortic  atherosclerosis,  it  is  to  be  expected  that 
blockage  of  aortic  wall  blood  supply  causes  necrosis 
and  subsequent  healing  by  inelastic  scar  both  weak- 
ening the  aortic  wall.  This  theory  explains  the  his- 
tologic features  of  transverse  fractures  of  the  elastic 
lamellae,  collagen  formation  with  depletion  of 
smooth  muscle  cells  and  later  calcium  salt  deposi- 
tion, the  last  phase  of  healing  of  the  degenerative 
arterial  wall. 

Clinical  Manifestations,  i.e.  Signs  and  Symptoms 

In  early  stages,  aneurysms  of  the  abdominal  aorta 
may  be  completely  asymptomatic  in  which  event  the 
lesion  is  picked  up  incidentally  by  physical  examina- 
tion or  plain  abdominal  roentgenograms.  Sometimes 
no  clinical  manifestations  are  apparent  until  the 
catastrophic  rupture  takes  place.  The  patient  may 
present  with  vague  epigastric  or  back  pain  or  he  may 
have  a sudden  onset  of  severe  back  pain  with  radia- 
tion to  the  inguinal  region.  He  may  present  in  hem- 
orrhagic shock.  Primary  gastrointestinal  symptoms, 
frequently  nonspecific,  suggesting  gastric  or  duodenal 
obstruction  may  be  the  initial  symptoms.  Aneurysms 
of  the  abdominal  aorta  cause  back  pain  by  pressure 
on  the  vertebral  bodies  and  adjacent  retroperitoneal 
structures. 


Symptomatic  aneurysms  are  a special  concern. 
Aneurysms  produce  tenderness,  abdominal  pain  or 
back  pain  by  bleeding  into  the  wall  of  the  aneurysm 
itself  or  into  the  peritoneal  or  retroperitoneal  space. 
A sudden  development  of  symptoms  heralds  rupture 
of  the  abdominal  aortic  aneurysm  — a catastrophic 
event  demanding  immediate  surgical  intervention4. 

Patients  may  occasionally  present  with  massive 
gastrointestinal  bleeding  secondary  to  fistula  forma- 
tion between  the  aorta  and  the  small  bowel,  es- 
pecially the  duodenum.  Another  rare  presentation 
is  the  sudden  onset  of  heart  failure  associated  with 
a continuous  bruit  over  the  abdomen  and  a dusky 
appearance  of  the  lower  extremities  secondary  to 
rupture  of  the  abdominal  aortic  aneurysm  into  the 
vena  cava. 

Since  the  development  of  an  abdominal  aortic 
aneurysm  is  part  of  the  generalized  process  of  ath- 
erosclerosis, distal  arterial  insufficiency  may  be  pres- 
ent in  some  patients.  Distal  embolus  from  intramural 
clot  is  rare. 

Associated  aneurysms  may  occur  with  some  fre- 
quency and  are  varied  in  location.  Because  of  the  as- 
sociated generalized  atherosclerosis,  coronary  artery 
disease,  cerebrovascular  insufficiency,  renal  artery 
stenosis,  hypertension  and  peripheral  vascular  dis- 
ease are  not  infrequent.  Therefore,  careful  evalua- 
tion for  associated  diseases  are  important,  both  in 
making  the  diagnosis  of  abdominal  aortic  aneurysm 
and  in  evaluating  the  risks  of  surgery  for  the  indi- 
vidual patient5. 

Diagnosis 

The  presence  of  an  expansile  or  pulsating  abdom- 
inal mass  is  the  most  important  physical  sign.  The 
aneurysm  is  usually  noted  by  palpation  at  or  above 
the  umbilicus,  most  frequently  to  the  left,  but  may 
extend  laterally  well  below  the  umbilicus  into  the 
hypogastric  area.  The  presence  of  an  abdominal  bruit 
over  the  abdominal  aorta  is  of  no  value  in  establish- 
ing the  diagnosis.  Tortuosity  of  the  aorta,  retro- 
peritoneal tumors  lying  over  the  aorta  and  tumors 
within  the  bowel  mesentery  can  transmit  the  aortic 
pulsation  to  the  abdominal  wall  and  be  mistaken  for 
an  aneurysm.  Bimanual  palpation  can  usually  detect 
an  expansile  mass  and  therefore  physical  examina- 
tion is  accurate  in  diagnosing  abdominal  aortic 
aneurysms  in  80  to  90  percent  of  the  cases. 

Since  physical  examination  is  accurate  only  in 
raising  one’s  index  of  suspicion,  other  diagnostic 
tools  are  often  necessary  for  confirmation  and  eval- 
uation of  the  size  of  the  aneurysm.  If  the  wall  of 
the  aneurysm  contains  calcium,  anteroposterior  and 
lateral  abdominal  roentgenograms  are  helpful  and 
occasionally  in  asymptomatic  aneurysms  account  for 
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the  initial  diagnosis.  These  x-rays  may  be  diagnostic 
in  55  to  85  percent  of  the  cases  and  thus  supple- 
ment the  88  percent  accuracy  of  physical  examina- 
tion. 

Aortography  has  been  abandoned  by  most  physi- 
cians as  a helpful  diagnostic  tool  routinely  since  the 
fusiform  nature  of  the  lesion  and  the  presence  of 
laminated  intraluminal  thrombus  makes  aortography 
of  little  value.  In  some  series,  as  many  as  25  per- 
cent of  aneurysms  are  not  visible  on  aortograms. 
It  should  be  considered  as  part  of  the  evaluation 
only  when  associated  thoracic  aneurysms  or  thora- 
coabdominal aneurysms,  or  extension  of  aneurysms 
above  the  renal  artery  and  peripheral  vascular  dis- 
ease are  suspected.  Under  these  circumstances,  an 
aortogram  may  alter  one’s  decision  as  to  the  risk 
of  operative  intervention. 

Presently,  the  most  recent  advance  in  diagnosis 
of  the  abdominal  aortic  aneurysm  has  been  the  use 
of  continuous  beta  scan  ultrasound  recording.  Ultra- 
sonography is  an  inexpensive,  atraumatic,  noninva- 
sive  diagnostic  modality.  Basically,  a sound  beam  is 
directed  toward  a mirror  and  reflected  from  it  to  the 
patient  through  a coupling  water  bath.  As  the  trans- 
ducers rotate,  a continuous  linear  beta  scan  is  pro- 
duced and  it  is  repeated  approximately  15  times  per 
second.  The  combination  transducer  receiver  por- 
trays reflections  on  an  oscilloscope  from  which  Pola- 
roid photograph  or  videotape  are  made.  The  aorta 
is  viewed  in  both  longitudinal  and  transverse  sec- 
tion. The  accuracy  of  this  test  has  been  evaluated  by 
Lee6  and  Mulder7.  The  important  advance  that  this 
test  has  provided  is  a way  to  detect  abdominal  aortic 
aneurysms  in  the  obese,  scoliotic  patient  or  when 
pancreatic  cysts,  retroperitoneal  lymphoma,  sarcoma 
or  lymphatic  cysts  confuse  physical  examination. 

Treatment 

The  complacency  of  treatment  of  abdominal  aor- 
tic aneurysms  of  the  1940’s  was  shaken  somewhat 
when  a report  by  Estes8  from  the  Mayo  Clinic  came 
out  in  1950.  He  reported  on  102  patients  where  58 
percent  survived  two  years,  19  percent  five  years  and 
10  percent  eight  years.  The  mean  age  of  a patient 
in  this  series  was  65  years  of  age  and  he  showed 
that  the  life  expectancy  of  a similar  age  group  with- 
out abdominal  aortic  aneurysms  was  much 
longer.  In  his  series,  the  cause  of  death  in  49  of 
the  64  patients  that  were  known  dead  was  repre- 
sented by  31  or  63  percent  who  died  of  rupture 
and  18  to  36  percent  who  died  of  other  causes.  Sev- 
eral patients  (38  of  them)  were  lost  to  followup. 

Wright9  and  his  colleagues  in  a series  of  107 
patients  showed  that  39.7  percent  were  alive  less 
than  one  year  after  the  diagnosis  of  abdominal 


aortic  aneurysm,  29.4  percent  were  alive  at  two 
years,  11.8  percent  at  four  years  and  less  than  5 
percent  were  alive  at  five  years.  While  it  is  difficult 
to  compare  series,  the  basic  trend  that  is  borne  out 
from  both  series  is  that  patients  with  abdominal 
aortic  aneurysms  have  a poor  prognosis  and  that 
rupture  is  the  leading  cause  of  death  and  ranges 
from  50  to  70  percent  in  two  years,  depending  on 
the  series  read. 

In  1952  DuBost10  et  al  performed  the  first  suc- 
cessful abdominal  aneurysmectomy  and  restoration 
with  an  aortic  homograft.  Since  1952  aneurysmec- 
tomy has  become  a much  more  commonplace  pro- 
cedure and  the  surgical  mortality  for  elective  an- 
eurysm resection  in  the  under  70  age  group  has 
fallen  from  15  to  25  percent  in  the  1950’s  to  3 to 
7 percent  in  the  1970's  thanks  to  pioneering  surgical 
advances  by  such  people  as  DeBakey2  et  al  and 
Szilagyi11  et  al. 

In  contrast,  surgical  mortality  for  expanding  and 
ruptured  abdominal  aortic  aneurysms  is  25  to  60 
percent  and  50  to  80  percent,  respectively;  thus 
the  importance  of  early  diagnosis. 

Patients  with  asymptomatic  aneurysms  must  be 
considered  individually.  It  has  been  shown  that  size 
is  important  in  that  larger  aneurysms  have  a poorer 
prognosis  than  smaller  ones11.  Most  anatomic  stud- 
ies, however,  refer  to  sizes  measured  at  autopsy. 
There  is  considerable  inaccuracy  when  measuring 
aneurysms  clinically.  Hopefully,  the  advent  of  ultra- 
sound will  solve  the  issue  of  size  as  an  important 
factor  since  many  reputable  surgeons  are  now  dis- 
regarding size  as  the  criteria  in  good  risk  patients 
since  marginal  patients  with  clinically  small  an- 
eurysms may  die  from  rupture12. 

On  the  basis  of  anatomic  studies,  aneurysms  of 
greater  than  6 to  7 cm.  in  diameter  should  be  re- 
sected because  of  the  hazard  of  rupture.  The  3 to  7 
percent  operative  risk  must  be  weighed  against  the 
50  percent  one  year  survival  and  5 to  15  percent 
five  year  survival. 

Since  atherosclerosis  is  the  cause  of  the  develop- 
ment of  abdominal  aortic  aneurysms,  the  question  of 
age  as  a deterrent  to  surgery  must  be  answered. 
Esselstyn  13  et  al  reviewed  the  Cleveland  Clinic’s 
experience  of  152  patients  over  75  years  of  age. 
Eighty-two  or  54  percent  underwent  resection,  16 
percent  of  these  for  rupture,  20  percent  for  expand- 
ing or  symptomatic  and  37  percent  for  asymptomatic 
aneurysms.  Seventy  patients  of  the  same  series  did 
not  undergo  surgery  and  37  percent  of  these  expired 
from  rupture. 

The  in-hospital  mortality  for  elective  aneurys- 
mectomy was  14  percent  as  compared  to  the  9 per- 
cent mortality  for  those  people  under  75  years  of 
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age.  The  mortality  for  expanding  and  ruptured  an- 
eurysms in  the  age  group  greater  than  75  was 
equal  to  that  in  those  under  75  years  of  age.  These 
figures  are  supported  in  discussions  of  Esselystyn’s 
paper  by  Doctors  Tan  and  Hardy.  The  conclusion, 
therefore,  is  that  in  aneurysms  greater  than  6 cm, 
age  should  not  be  a contraindication  to  surgery,  pro- 
vided associated  disease  is  not  a contraindication. 

At  the  present  time,  therefore,  the  treatment  of 
abdominal  aortic  aneurysms  because  of  the  known 
natural  history  of  the  disease  is  surgical  intervention, 
hopefully  in  the  asymptomatic  patient,  usually  in 
patients  with  abdominal  aortic  aneurysms  6 cm  or 
larger.  Other  indications  such  as  peripheral  vascular 
disease  or  evidence  of  expansion  may  prompt  surgi- 
cal treatment.  Present  indications  for  surgical  inter- 
vention for  abdominal  aortic  aneurysms  are  the 
following: 

(1)  Rupture 

(2)  Impending  rupture,  i.e.,  a sudden  increase  in 
size  or  change  in  symptoms 

(3)  Symptomatic  aneurysms,  those  with  back 
pain,  abdominal  pain,  abdominal  pulsations 
that  they  feel  are  increasing  and  gastrointesti- 
nal disturbances 

(4)  Asymptomatic  aneurysms  that  are  greater  than 
6 cm.  in  diameter 

Surgical  technique  will  be  shown  with  slides. 
Basically,  after  opening  the  peritoneal  cavity  and 
retracting  the  small  intestine  laterally  and  the  trans- 
verse colon  superiorly,  the  abdominal  aorta  is  dis- 
sected so  that  the  neck  of  the  aneurysms  and  both 
common  iliac  arteries  are  freed  so  the  vascular 
clamps  can  then  be  placed  around  them.  Heparin 
is  given  at  1 to  3 mg/kg  and  the  proximal  abdomi- 
nal aorta  and  distal  abdominal  aorta  at  the  common 
iliacs  is  cross-clamped.  Aneurysmorrhaphy  is  then 
carried  out.  All  of  the  vertebral  vessels  that  are 
bleeding  are  oversewn,  the  wall  of  the  aneurysm  is 
left  in  place  but  transected  both  proximally  below 
the  renals  and  at  the  common  iliacs.  A bifurcation 
preclotted  woven  teflon  graft  is  utilized.  Proximal 
anastomosis  is  sutured  and  one  limb  of  the  distal 
anastomosis  and  then  the  cross  clamp  is  removed. 
A woven  patch  of  graft  is  placed  over  the  proximal 
anastomosis  before  releasing  the  cross  clamp.  If 
there  are  any  major  blood  vessels  such  as  the  renal 
arteries  or  superior  mesenteric  artery  that  are  in- 
volved, the  artery  and  button  of  the  aorta  is  resected 
and  this  is  then  anastomosed  to  the  side  of  the  graft. 
The  aneurysm  wall  is  then  used  to  wrap  around  the 
graft  for  hemostasis. 


Conclusions 

Abdominal  aortic  aneurysm  is  a progressive  dis- 
ease secondary  to  atherosclerosis  of  male  Caucasians 
in  their  sixth  to  eighth  decade  with  a 50  percent 
chance  of  rupture  if  the  aneurysm  is  6 cm  or  greater. 
Life  expectancy  without  treatment  represents  5 to 
15  per  cent  five  year  survival  with  a 37  to  66  per- 
cent chance  of  dying  from  rupture  of  the  abdominal 
aorta. 

Present  surgical  techniques  have  been  improved 
so  that  elective  aneurysmectomy  can  be  carried  out 
with  a 3 to  7 percent  operative  mortality  in  the 
good  risk  patient.  Mortality  for  expanding  an- 
eurysms is  in  the  range  of  25  to  40  percent  and 
ruptured  aneurysms  in  the  range  of  50  to  85  per- 
cent. It  is,  therefore,  imperative  that  the  diagnosis 
of  abdominal  aortic  aneurysm  be  made  in  the 
asymptomatic  patients  where  resectional  therapy  is 
of  value  to  the  patient  with  low  risk  to  the  patient’s 
life. 

At  present,  utilizing  a combination  of  physical 
examination  with  80  to  90  percent  accuracy  in 
diagnosis  and  continuous  beta  scan  ultrasound  where 
accuracy  in  diagnosis  approaches  95  to  100  percent, 
one  can  make  and  confirm  the  diagnosis  of  abdomi- 
nal aortic  aneurysms  without  invasive  procedures  to 
the  patient.  The  decision  whether  surgical  interven- 
tion is  warranted  has  to  be  an  individualized  process 
because  of  the  other  associated  atherosclerotic  condi- 
tions in  these  patients,  i.e.  coronary  artery  disease, 
hypertension,  renal  vascular  disease,  etc. 

Certainly  the  diagnosis  of  abdominal  aortic  an- 
eurysm can  be  made  if  one  does  a good  physical 
examination,  keeping  a high  index  of  suspicion. 
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ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL  AS- 
SOCIATIONS WITH  WHOM  YOU  ARE  ASSOCI- 
ATED. REFERENCES  TO  QUALIFIED  INQUIRIES  ARE 
GLADLY  FURNISHED. 
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SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  “Chuck”  Point,  Mgr.  Home  phone  336-3168 


(continued  from  page  14) 

The  Siouxland  Ostomy  Associa- 
tion recently  held  an  organiza- 
tional meeting,  and  those  in  at- 
tendance heard  B.  J.  Begley, 
M.  D.,  Sioux  Falls,  speak. 


The  Brookings  Clinic  announced 
the  appointment  of  Lyle  Mun- 
neke,  M.D.  to  its  medical  staff. 
Dr.  Munneke  is  a graduate  of  the 
University  of  South  Dakota  Med- 
ical School  and  received  his  M.D. 
degree  from  Washington  Univer- 
sity School  of  Medicine,  St. 
Louis,  Missouri.  He  interned  at 
St.  Luke’s  Hospital,  Duluth, 
Minnesota,  and  opened  his  pri- 
vate practice  in  Clara  City,  Min- 
nesota in  1960  where  he  con- 
tinued until  moving  to  Brook- 
ings. 


Earl  B.  Scott,  Ph.  D.,  recently 
retired  professor  of  anatomy  at 
the  University  of  South  Dakota 
School  of  Medicine,  was  hon- 
ored at  a reception  following  the 
first  annual  Scott  lecture.  Dean 
Karl  Wegner,  M.  D.  presented  a 
plaque  to  Dr.  Scott,  and  a bronze 
plaque  in  Dr.  Scott’s  honor  was 
unveiled  in  the  Medical  School 
building. 

% * * * 


Duane  B.  Reaney,  M.  D.,  Yank- 
ton, was  elected  the  69th  presi- 
dent of  the  University  of  South 
Dakota  Alumni  Association  at 
their  annual  meeting.  Dr.  Reaney 
will  preside  over  more  than 
23,000  alumni  of  the  93  year 
old  institution  for  a three  year 
term. 


The  Business  and  Professional 
Women’s  Club  of  Miller  named 
Janies  H.  DeGeest,  M.  D.  Boss 
of  the  Year  and  presented  him 
with  a plaque  at  their  annual 
dinner. 

% % :*c 


Physicians  lecturing  at  a four- 
part  course  of  instruction  in  the 
care  of  critically  ill  patients  held 
at  McLennan  Hospital  for  nurses 
included  J.  W.  Donahoe,  M.  D., 
Greg  Naughton,  M.  D.,  G.  M. 
Benson,  M.  D.,  J.  B.  Gregg, 
M.  D.,  Alfred  Hartmann,  M.  D., 
David  Munson,  M.  D.,  Peter 
O’Brien,  M.  D.,  James  Reynolds, 
M.  D.,  B.  J.  Begley,  M.  D.,  J,  A. 
Ochsner,  M.  D.  and  G.  M. 
Sanchez,  M.  D.,  Sioux  Falls. 
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Fellow  colleagues,  by  the  time  you  receive  this  the  legislative  session  for  South  Dakota  will  already  be  in 
full  swing  and  hopefully  many  of  the  legislative  changes  regarding  malpractice  will  have  been  discussed.  I think 
it  would  be  most  appropriate  if  each  of  you  made  a New  Year’s  resolution  slightly  belated,  to  contact  your 
legislator  and  inform  him  of  our  complete  package  as  you  understand  it  and  have  informed  yourself,  and 
urge  him  to  support  the  legislative  package  that  will  provide  the  only  long-range  relief  to  the  malpractice 
crisis  that  is  possible.  The  Legislative  Research  Committee  will  have  representation  in  Pierre  during  the  entire 
session.  The  Commission  on  Internal  Affairs  and  Communications  will  also  have  representation  at  the  State 
Legislature.  Mr.  Bob  Johnson,  our  Executive  Secretary,  will  spend  the  greater  portion  of  his  time  in  our  behalf 
lobbying  for  the  bills  which  we  hope  will  receive  favorable  action  by  the  Legislature  in  reference  to  malprac- 
tice. The  Executive  Committee  will  also  spend  a fair  amount  of  time  trying  to  provide  the  medical  support 
which  is  needed  by  our  lobbyists  at  the  session. 

All  of  this,  however,  will  be  for  naught  if  each  of  us  as  individual  physicians  fail  to  contact  our 

legislators  and  inform  them  of  the  necessity  and  need  for  these  changes.  Whatever  can  be  done  in  an  official 

lobbying  way  has  absolutely  no  measure  of  success  compared  to  that  which  can  be  accomplished  by  an  indi- 
vidual physician  sitting  down  and  talking  with  his  legislator  and  impressing  upon  him  the  tremendous  impor- 
tance of  this  legislative  program.  The  other  single  most  important  way  in  which  we  can  help  our  own  cause 
and  our  patients  cause  is  to  inform  our  patients  and  ask  our  patients  to  contact  their  legislators  so  that 
Senators  and  Representatives  from  South  Dakota  will  know  that  it  is  the  patients’  interests  that  we  are  con- 
cerned about  in  this  crisis.  This  would  be  a New  Year’s  resolution  which  would  be  easily  accomplished  and 
kept  and  even  feed  our  own  ego  with  the  knowledge  that  we  have  made  and  kept  a resolution. 

A valuable  adjunct  to  our  total  program  is  the  Auxiliary  and  the  impact  they  can  have  on  patients  who 

will  in  turn  contact  their  legislators.  For  this  reason,  it  is  imperative  that  each  of  us  as  physicians  take  home 
all  the  materials  which  we  have,  discuss  it  with  our  wives,  and  hopefully  the  Auxiliary  will  provide  a public 
relations  program  comparable  to  that  which  they  have  provided  so  often  in  the  past  in  these  areas  of  important 
need.  It  is  only  through  these  concentrated,  concerted  individual  efforts  by  individual  physicians  and  their 
wives  that  either  the  Medical  Association  in  totality  or  the  Auxiliary  in  its  totality  can  have  an  effective  impres- 
sion upon  the  Legislature.  Unfortunately  for  us,  we  fill  the  old  adage  as  the  chain  being  only  as  strong 
as  its  weakest  link.  If  there  are  counties  in  which  our  representatives  are  not  informed,  these  counties  could 
be  the  drawback  which  would  harm  the  passage  of  bills  which  would  change  the  Legislature  to  relieve  the 
malpractice  crisis  for  the  future. 

In  a lighter  vein,  I would  certainly  like  to  take  this  opportunity  to  express  my  wishes  to  all  the  members  of 
the  South  Dakota  Medical  Association  for  a very  joyous,  healthy,  happy,  and  successful  1976. 

My  best  personal  regards  to  each  one  of  you. 

Sincerely, 

Gerald  E.  Tracy,  M.D. 

President 

South  Dakota  State  Medical  Association 
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main  purpose  of  drug  information 
forthe  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  "this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,"  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully  the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I'm  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyonetaking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal i ndustry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
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VICE  PRESIDENT  SPEAKS 
Fair  Game!— Stalking,  stalking,  stalking  the  Great 
White  Hunter  steps,  crunchingly  through  the  white 
powder  in  pursuit  of  the  prodigious  game.  Flipantly 
the  bird  pecks  and  tracks  crouching  from  bush  to 
bush  until  that  sudden  great  flight  for  freedom  and 
its  true  colors  burst  in  the  sunlight. 

Many  of  us  have  had  this  exhilarating  experience 
as  a hunter  and  now  we  find  the  role  reversed  and 
we  have  become  the  game.  We  are  finding  ourselves 
confined  and  pursued  by  PSRO,  malpractice  threats 
and  exorbitant  insurance  premiums,  binding  controls, 
increased  demands  on  time,  shortage  of  physicians 
and  the  crying  demand  for  continued  upgrading  of 
medical  knowledge.  In  the  face  of  these  adversities 
I still  see  medicine  in  the  United  States  of  America 
as  an  extremely  positive  force.  The  hunted  game  is 
becoming  revitalized.  Our  four  year  medical  school 
curriculum  with  its  emphasis  on  primary  care  is 
providing  us  with  some  new  potential.  The  AMA 
in  recent  years  has  begun  to  work  for  the  doctors 
instead  of  among  the  doctors  and  has  been  provid- 
ing some  good  leadership  in  the  area  of  legislation. 
The  American  Academy  of  Family  Physicians  has 
been  a very  definite  positive  force  in  the  lives  of 
primary  care  physicians.  It  has  done  much  to  elevate 
the  status  of  the  physician  among  his  peers  and  has 
definitely  upgraded  his  ability  to  perform  in  the 
practice  of  medicine.  The  South  Dakota  Chapter  is 
becoming  more  and  more  a positive  force,  not  only 
for  the  Family  Physicians,  but  for  medicine  in  gener- 
al. The  Black  Hills  Seminar  has  developed  into  an 
extremely  fine  educational  experience  and  has  ex- 
panded to  a three  day  meeting.  Currently,  strides 
are  being  taken  to  promote  financial  support  on  the 
state  level  for  the  Family  Practice  Residency  Pro- 
gram, for  its  needed  expansion. 

In  1976,  let  us  support  those  organizations  that 
are  working  in  a positive  way  for  us.  Let  us  re- 
examine our  own  medical  and  personal  integrity  and 


be  sure  that  what  we  are  saying  is  what  we  are  doing 
and  that  what  we  are  doing  is  the  best  for  our  own 
profession  and  for  the  people  that  we  serve. 

Jerry  L.  Walton,  M.D. 
Vice  President,  SDAFP 


Postgraduate  Study  Hours  — By  the  time  you 
receive  this  mailing,  you  will  have  received  your 
computer  printout  of  1975  reported  study  hours, 
from  AAFP.  Same  program  in  1976  — please  send 
in  your  cards  when  you  attend  meetings,  etc.  Your 
continued  membership  depends  upon  it! 


ABFP  Exams  — The  next  two  day  exams  will 
be  given  on  October  30-31,  1976.  The  first  recerti- 
fication exam,  for  1970  Diplomates,  will  be  given 
on  October  29,  1976. 


Core  Content  Review  — 23.2%  of  our  SDAFP 
active  membership  is  currently  taking  The  Core 
Content  Review,  the  fifth  highest  percentage  in  the 
country. 


Feasibility  Visit  by  Dr.  Geyman  — John  Geyman, 
M.D.,  Chairman  of  Family  Medicine  at  The  Univer- 
sity of  California/Davis,  spent  three  days  in  South 
Dakota  early  in  December  conducting  a feasibility 
study  for  possible  expansion/integration  of  the  Sioux 
Falls  Family  Practice  Residency.  His  trip  was  spon- 
sored by  participating  hospitals,  and  he  was  accom- 
panied on  part  of  his  survey  by  Curt  Jahraus,  M.D. 
of  Pierre,  Chairman  of  our  SDAFP  Legislative  and 
Public  Policy  Committee.  He  also  met  with  President 
Richard  Friess  of  Sioux  Falls.  He  visited  Sioux  Falls, 
Aberdeen  and  Rapid  City. 
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LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Path- 
ologists 

PACKED  RED  BLOOD  CELLS 
Even  if  we  make  the  assumption  that  acute  hem- 
orrhage requires  the  replacement  with  whole  blood 
(and  this  may  not  be  correct),  many  transfusions 
still  should  be  given  in  the  form  of  packed  red  blood 
cells.  I will  also  note  that  mild  anemia  requires  no 
therapy  and  anemias  which  can  be  treated  with 
specific  therapy  should  be  handled  without  trans- 
fusions. 

The  prime  indication  for  packed  red  blood  cells  is 
the  need  to  increase  the  oxygen  carrying  capacity 
of  the  blood.  Severe  anemia  not  responding  to  spe- 
cific therapy,  anemia  which  aggravates  congestive 
heart  failure,  anemia  in  some  patients  with  chronic 
liver  or  renal  disease,  anemia  in  very  small  patients 
or  elderly,  cachectic  or  debilitated  patients,  preop- 
erative anemia  in  patients  not  responding  to  specific 
hematinics,  and  certain  burn  patients  with  low  red 
cell  mass  and  hyperkalemia  are  prime  indications  for 
packed  red  blood  cells. 

The  major  advantages  of  packed  red  cells  are: 

1.  There  is  a high  concentration  of  red  cells 
(hematocrit  60-70%  as  compared  to  whole  blood 
with  a hematocrit  of  35-40%).  The  use  of  this 
concentrated  component  will  raise  the  hematocrit 
more  quickly  and  require  fewer  units  in  trans- 
fusion than  a less  concentrated  product  such  as 
whole  blood. 

2.  Although  we  like  to  think  of  blood  bank  blood  as 
being  reasonably  physiologic,  there  are  a number 
of  substances  in  it  which  can  be  potentially  harm- 
ful. Removal  of  the  plasma  can  avoid  certain 
side  effects.  The  plasma  salvaged  can  also  be 
used  as  a separate  component.  A list  of  some 
of  the  undesirable  substances  and  the  situations 
in  which  they  arise  is  as  follows: 

a.  Less  circulatory  overload  from  plasma  albu- 
min and  sodium  (cardiac  patients) 

b.  Less  acid  from  anticoagulant  and  less  potas- 
sium which  increased  in  the  plasma  of  stored 
blood  (patients  with  renal  disease) 

c.  Less  ammonia  and  citrate  (patients  with  hepa- 
tic disease) 

d.  Less  antibodies  (both  ABO  and  other  blood 
groups)  as  well  as  reagins  causing  allergic  reac- 
tion (benefits  to  all  patients) 

e.  Less  plasma  protein  (this  can  be  a source  of 
febrile  and  allergic  reaction  in  some  patients) 

John  F.  Barlow,  M.D. 


TIRED  OF  SNOW? 
COME  SOUTH! 

MEDICAL  SEARCH  has  over  100  current 
M.D.  affiliations  available.  All  Specialties. 
Salary  or  guarantees  ranging  from  $30,000 
to  $125,000,  plus  free  offices,  equipment, 
accounting  services  and  various  other  ar- 
rangements. Our  Fee  is  Paid!  Write  for  our 
free  medical  opportunities  bulletin  today. 

MEDICAL  SEARCH 

3274  Buckeye  Road,  N.E. 

Atlanta,  Georgia  30341 
(404)  458-7831 


Space  Now  Available 

Reasonable  Rent 

Central  Location  to  Hospitals 

Adequate  Parking 

Koenig  Medical  Building 
1320  South  Minnesota  Avenue 
Sioux  Falls,  South  Dakota 

Call  Schmidt  Realtors 
Phone  605-336-0350 


JANUARY  1976 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adiunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
ptoms,  she  is  a psychoneu- 
; patient  with  severe 
uety.  But  according  to  the 
ription  she  gives  of  her 
ngs,  part  of  the  problem 
sound  like  depression. 

: ; is  because  her  problem, 
i augh  primarily  one  of  ex- 
ive  anxiety,  is  often  accom- 
i ed  by  depressive  symptom- 
( 3gy.  Valium  (diazepam) 

: provide  relief  for  both— as 
excessive  anxiety  is  re- 
:d,  the  depressive  symp- 
i,  associated  with  it  are  also 
n relieved. 

There  are  other  advan- 
i s in  using  Valium  for  the 
i agement  of  psychoneu- 
i anxiety  with  secondary 
: essive symptoms:  the 
; hotherapeutic  effect  of 
a um  is  pronounced  and 
] 1 This  means  that  im- 
i ement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


r illance  because  of  their  predisposi- 
i o habituation  and  dependence.  In 
e iancy,  lactation  or  women  of  child- 
■ ng  age,  weigh  potential  benefit 
< st  possible  hazard. 
t lutions:  If  combined  with  other  psy- 
c opics  or  anticonvulsants,  consider 
r ully  pharmacology  of  agents  em- 
3 d;  drugs  such  as  phenothiazines, 
litics,  barbiturates,  MAO  inhibitors 
t ther  antidepressants  may  potentiate 
tion.  Usual  precautions  indicated  in 
i its  severely  depressed,  or  with  latent 
f :ssion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Future  Meetings 


March 

Sixth  Annual  Aspen  Radiology  Con- 
ference, Aspen  Institute  for  Hu- 
manistic Studies,  Aspen,  CO,  March 
1-5.  Chr:  Emanuel  Salzman,  M.D., 
Div.  of  Radiology,  Beth  Israel 
Hosp.,  Denver,  CO  80204. 

Critical  Care  Medicine,  Creighton  U., 
Surgery  Conf.  Rm.,  2nd  Floor, 
Faculty  Bldg.,  10th  & Castelar  St., 
Omaha,  NE,  March  3-7.  Contact: 
Med.  Dean’s  Off.,  Con.  Ed.  Coord., 
Creighton  U.  School  of  Med.,  2500 
California,  Omaha,  NE  68178. 

Managing  Common  Skin  Problems, 
U.  of  Iowa,  Iowa  City,  IA,  March 
10.  AMA  and/or  AAFP  credits. 
Office  of  Con.  Med.  Ed.,  U.  of 
Iowa  Coll,  of  Med.,  101  CMAB, 
Iowa  City,  IA  52242. 

Selected  Topics  in  Internal  Medicine, 
Creighton  U.,  Omaha,  NE, 
March  10-12.  Coord,  for  Con.  Ed., 
Creighton  U.,  2500  California, 

Omaha,  NE  68178. 

Vision  Workshop  for  the  Family 
Physician,  U.  of  Iowa,  Iowa  City, 
IA,  March  11.  AMA  and/or  AAFP 
credits.  Office  of  Con.  Med.  Ed., 


U.  of  Iowa  Coll,  of  Med.,  101 
CMAB,  Iowa  City,  IA  52242. 

3rd  Spring  Conference  on  Cancer  Con- 
trol, “Current  Management  Con- 
cepts in  Breast  and  Gastrointestinal 
Malignancies,”  Nevada  Cancer  Con- 
trol Institute,  Las  Vegas,  NV, 
March  11-12.  Contact:  Ms.  Irene 
S.  Peacock,  1800  W.  Charleston 
Blvd.,  Las  Vegas,  NV  89102. 

Ob-Gyn  Postgraduate  Course,  U of 

Neb.  Med.  Center,  42nd  & Dewey 
St.,  Omaha,  NE,  March  18-19. 
Contact:  Med.  Dean’s  Off.,  Con. 
Ed.,  Coord.,  Creighton  U.  School  of 
Med.,  2500  California.  Omaha,  NE 
68178. 

Clinical  Neuro-Otolaryngology,  Eye 

and  Bar  Hospital  of  Pittsburgh,  U. 
of  Pittsburgh  School  of  Med.,  Pitts- 
burgh, PA,  March  25-27.  AMA 
Category  I credits.  Dir:  Sidney  N. 
Basis,  MD,  Eye  and. Ear  Hospital 
of  Pittsburgh,  Pittsburgh,  PA  15213. 

Mayo  Outreach  Seminar,  “Differential 
Diagram  of  Coma,”  McKennan 
Hosp.,  Sioux  Falls,  March  26-27. 
5 hrs.  Type  I credits.  Sec:  Med. 
Ed.,  McKennan  Hosp.,  Sioux  Falls, 
SD  57101. 

Cardiology  Today,  An  Intensive  Re- 
view of  Clinical  Cardiology,  U.  of 

Iowa,  Iowa  City,  IA,  March  29- 


April  1.  Fee  - $200.  32  hrs.  Cate- 
gory I AMA  or  AAFP  credits. 
Contact:  Carl  W.  White,  M.D..  1 
Dept,  of  Internal  Med.,  C300  Uni-  , 
versity  Hospital,  Iowa  City,  IA 
52242. 

Renal  Disease  and  Hypertension,  ! 

Americana  Hotel,  Bal  Harbour,  FL,  I 
March  31-April  3.  Div.  of  Con.  I 
Med.  Ed.,  U.  of  Miami  School  of  I 
Med.,  Miami,  FL  33152. 

April 

Minimal  Brain  Dysfunction,  Creigh- 
ton U.,  Omaha,  NE,  April  2-3, 
Coord,  for  Con.  Ed.,  Creighton  U.. 
2500  California,  Omaha,  NE  68178.  j 

32nd  Annual  Congress  of  the  Amer-  | 
ican  College  of  Allergists,  “Three 
Faces  of  Immunology,”  Las  Vegas  j 
Hilton,  Las  Vegas,  Nev.,  April  3-8.  j 
Fee:  $35  for  College  members,  j 
$100  for  non  members.  Contact:  i 
David  Leeper,  Lowry  Russom  & I 
Leeper,  350  Pacific  Ave.,  San  Fran-  | 
cisco,  CA  94111. 

29th  National  Conference  on  Rural  j 
Health,  Hyatt  Regency,  Phoenix  j 
AZ,  April  8-9.  Fee— $40.  Con-  [ 
tact:  Dept,  of  Rural  and  Commu  j 
nity  Health,  AMA,  535  N.  Dear  j 
born  St.,  Chicago,  IL  60610. 
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Evidence  of  patients’  dissatisfaction  with  both  doctors 
and  hospitals  is  commonplace  in  medical  literature.  Most 
studies  indicate  that  approximately  30  percent  of  hospital- 
ized patients  are  fully  satisfied  with  their  experiences,  with 
satisfaction  being  greater  among  private  patients  than  those 
on  public  wards,  and  greater  among  surgical  patients  than 
among  those  on  non-surgieal  services. 

This  study  concerns  85  patients  hospitalized  in  a Uni- 
versity-connected teaching  hospital  who  entered  into  a total 
173  observed  relationships  with  house  staff  physicians  and 
medical  students.  The  major  dependent  variable,  patient 
satisfaction,  was  measured  four  ways.  Patients  were  asked 
whether  or  not  they  were  satisfied  with  the  information 
they  received  from  an  individual  doctor  or  student,  whether 
or  not  they  were  satisfied  with  their  personal  treatment  by 
that  doctor,  whether  or  not  they  were  satisfied  with  that 
particular  doctor,  and  whether  or  not  they  were  satisfied 


with  their  overall  hospital  experience. 

Results  indicate  that  satisfaction  with  information  was 
strongly  associated  with  the  Equality  of  a particular  doctor- 
patient  relationship.  In  this  study,  the  equality  of  any  rela- 
tionship depended  largely  on  the  patient's  own  information- 
seeking  behavior.  Satisfaction  with  personal  treatment  and 
with  the  doctor  himself  was  strongly  associated  with  the 
Personal  Closeness  of  a relationship,  which  in  turn  de- 
pended almost  exclusively  on  the  doctor's  interpersonal 
behavior.  Overall  satisfaction  with  the  hospital  experience 
was  associated  with  the  patient’s  information-seeking  be- 
havior. 

Patients  from  rural  areas,  older  patients,  and  patients 
on  non-surgical  services  displayed  little  information-seeking 
behavior  and  were  most  apt  to  report  dissatisfaction.  The 
population  distribution  in  South  Dakota  makes  these  find- 
ings of  particular  importance  here. 


SOME  ATTRIBUTES  OF  PATIENT  SATISFACTION 


Cecilia  M.  Roberts,  Ph.I).* 


Evidence  of  patients’  dissatisfaction  with  both  doc- 
tors and  hospitals  is  commonplace  in  medical  litera- 
ture. Koos  (1954)  found  that  only  29  percent  of  the 
hospitalized  patients  he  interviewed  reported  being 
fully  Satisfied  with  their  experience.  Duff  and  Hol- 
lingshead’s  (1968:  280)  findings  are  similar  though 
more  detailed.  Of  70  patients  hospitalized  on  a 
medical  service,  only  30  percent  reported  satisfac- 
tion; of  85  patients  hospitalized  on  a surgical  service, 
46  percent  were  satisfied.  This  sample  included  up- 
per middle-class  patients  in  private  accommodations, 
patients  in  semi-private  accommodations  and  ward 
patients.  Among  ward  patients,  however,  only  26 
percent  reported  satisfaction.  Of  the  ward  patients 
on  the  medical  service,  35  percent  were  at  least 
partially  satisfied,  while  76  percent  of  those  ward 
patients  on  the  surgical  service  gave  this  report. 

THE  PRESENT  STUDY 

The  findings  reported  here  form  only  a small  part 
of  a larger  inquiry  into  the  nature  of  doctor-patient 
relationships  in  a University-connected  teaching  hos- 
pital (Roberts,  1975).  The  85  patients  included  in 
the  study  sample  entered  into  a total  of  173  observed 
relationships  with  residents,  interns,  and  third  and 
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fourth-year  medical  students.  These  relationships  had 
been  classified  (by  criteria  developed  in  a prelimina- 
ry phase  of  the  larger  study)  according  to  two 
dimensions:  Equality  and  Personal  Closeness. 

The  categories  of  the  Equality  dimension  were  those 
developed  by  Szasz  and  Hollender  (1956):  Mutual 
Participation  (MP),  Guidance-Cooperation  (GC) 
and  Activity-Passivity  (AP).  A Mutual  Participation 
relationship  is  one  between  essentially  equal  part- 
ners; that  is,  doctor  and  patient  cooperate  in  the 
treatment  of  the  illness.  A Guidance-Cooperation 
relationship  is  one  between  partners  one  of  whom  is 
slightly  superior  to  the  other.  In  this  relationship,  the 
doctor  is  the  guide  and  the  patient  cooperates  with 
his  guidance.  The  Activity-Passivity  Relationship  is 
one  between  clearly  defined  unequals.  In  this  re- 
lationship, the  doctor  has  the  entire  responsibility  for 
guiding  treatment,  and  the  patient’s  only  role  is  to 
accept.  Since  only  seven  relationships  of  the  MP  type 
were  found,  these  were  combined  for  data  analysis 
with  the  52  GC  relationships  into  a single  category 
called  Equal  Relationships.  The  1 14  Activity- 
Passivity  relationships  were  called  Unequal  Relation- 
ships. 

The  categories  of  the  Personal  Closeness  dimen- 
sion were  labeled  Personal,  Impersonal,  and  Hostile. 
Detailed  information  concerning  the  development 
and  validation  of  these  categories  is  available  on  re- 
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quest.  Briefly,  a Personal  Relationship  was  one 
characterized  by  “small  talk”  exchanges,  by  ex- 
changes of  personal  information  between  doctor  and 
patient,  by  visits  to  the  patient  either  exclusively  for 
the  purpose  of  social  interaction  or  prolonged  by 
social  interaction,  and  by  a mutual  definition  by 
doctor  and  patient  of  a relationship  as  a personal 
one.  The  Impersonal  Relationship  was  one  charac- 
terized by  the  absence  of  those  behaviors  associated 
with  either  the  Personal  or  the  Hostile  type.  The 
Hostile  Relationship  w'as  one  characterized  by  angry 
exchanges  between  doctor  and  patient,  by  behaviors 
on  the  part  of  both  doctor  and  patient  designed  for 
mutual  avoidance,  and  by  definition  of  the  relation- 
ship by  both  doctor  and  patient  as  hostile. 

Of  the  many  patient  variables  used  in  the  major 
study,  only  two  were  found  to  affect  the  satisfaction 
outcome  directly.  These  were  Interactive  Style 
(catergorized  as  Participant,  Silent  Partner,  and 
Subordinate)  and  Personal  Style  (categorized  as 
Person  Accepting,  Person  Neutral,  and  Person  Re- 
jecting) 

Some  patients  expected,  and  often  demanded  and 
negotiated  for,  as  nearly  an  equal  share  in  informa- 
tion and  decision-making  as  their  situation  allowed. 
These  appeared  most  comfortable  when  functioning 
as  full  and  equal  partners  in  their  relationships,  and 
were  generally  able  to  carry  out  their  share  of  the 
partnership.  These  were  called  Participants. 

Other  patients  were  willing  to  play  a more  subor- 
dinate role.  They  requested  little  or  no  information 
and  little  or  no  share  in  decision-making.  These 
patients  were  usually  but  not  always  submissive; 
some  were  “disobedient”  rather  than  “obedient” 
subordinates  (Shiloh,  1972).  They  were  called 
Subordinate. 

The  category  Silent  Partner  was  developed  to  ac- 
commodate those  patients  whose  attitudes  were  simi- 
lar to  those  of  the  Participants,  who  consistently  told 
the  researcher  that  they  wanted  to  share  in  informa- 
tion and  decision-making,  but  whose  behaviors  re- 
sembled the  Subordinates  in  that  they  seldom  or 
never  made  their  wants  known  to  their  doctors.  Of 
34  patients  classified  Silent  Partner,  28  (82%)  were 
of  rural  origin,  while  rural  patients  constituted  only 
69%  of  the  sample.  The  difference  is  significant 
(P  = <.05 ).  (Table  1). 

Table  1 

ORIGIN  BY  INTERACTIVE  STYLE  COLLAPSED 
(PERCENT) 

INTERACTIVE  STYLE 

ORIGIN  SILENT  (N  <4)  OTHER  (N  = 52) 

Rural  82  59 

Urban  18  41 

P=  <.05 


Person  Accepting  patients  were  those  described 
in  the  researcher's  field  notes  in  such  terms  as  “very 
warm  and  outgoing,”  “seems  to  seek  personal 
warmth,”  “comes  close  right  away.”  Person  Neutral 
patients  were  most  often  described  as  “cool  and  self- 
contained,”  “tolerates  rather  than  welcomes,”  and 
“not  making  an  attempt  to  get  close.”  Person  Reject- 
ing patients  were  described  as  “apathetic,  don’t  think 
he  cares  whether  there’s  anyone  there  or  not,”  “the 
kind  of  woman  who  pushes  you  away,”  and  “angry, 
hostile,  really  hard  to  get  into.”  Doctors  generally 
used  the  phrase  “a  nice  person”  to  describe  all  pa- 
tients except  the  Person  Rejecting. 

Patients  interviewed,  almost  all  of  them  working 
class  or  below,  proved  unable  to  comprehend  or  an- 
swer questions  concerning  their  “relationships.” 
When  the  researcher  concretized  her  language  they 
gave  clear  answers  to  questions  concerning  informa- 
tion exchange,  power  sharing,  personal  attributes, 
and  satisfaction  or  dissatisfaction  with  their  doctors 
and  with  other  elements  of  their  hospital  experience. 

Surgical  patients’  spontaneous  mentions  of  dis- 
approval most  often  concerned  rounds.  Most  medi- 
cine patients’  complaints  dealt  with  too-brief  or  too- 
infrequent  interns’  visits  and  with  the  absence  of  in- 
formation. Praise  of  nurses  was  common,  with  praise 
of  doctors  most  frequently  dealing  with  “what  he  tells 
me”  and  “how  he  treats  me.”  These  two  general 
areas  seem  roughly  analogous  to  the  dimensions  of 
Equality  and  Personal  Closeness. 

Four  different  bits  of  information  about  patient 
satisfaction  were  gathered,  three  based  on  individual 
doctor-patient  relationships  and  one  referring  to  the 
patient’s  overall  satisfaction  with  his  entire  hospital 
experience.  Each  patient  was  asked  whether  or  not 
he  was  satisfied  with  the  information  provided  bv 
each  doctor  with  whom  he  had  related,  whether  or 
not  he  was  satisfied  with  the  personal  style  of  the 
doctor,  and  whether  or  not  he  was  satisfied  with  the 
doctor  in  general.  (These  questions  were  seldom 
asked  in  that  order  exactly  and  in  fact  often  not 
even  all  in  the  same  conversation;  they  wrere,  how- 
ever, asked  explicitly  of  every  patient.  The  informa- 
tion recorded  was  thus  based  on  specific  patient 
responses  and  not  extrapolated  from  other  material.) 
Patients’  satisfaction  with  their  overall  hospital  ex- 
perience was  the  fourth  measure  taken.  This  was  the 
result  of  a single  question  asked  of  each  patient  as 
close  to  the  end  of  his  hospital  stay  as  possible.  In 
asking  the  question,  the  researcher  was  careful  to 
make  clear  to  the  patient  she  was  interested  in  his 
reaction  not  just  to  his  doctors  but  to  all  facets  of  his 
experience.  Because  some  patients  were  discharged 
or  died  before  the  appropriate  question  could  be 
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Table  2 

SATISFACTION  BY  RELATIONSHIP  FORM  (PERCENT) 


RELATIONSHIP 

SATISFIED  WITH 

SATISFIED  WITH 

SATISFIED  WITH 

FORM 

N 

INFORMATION 

PERSONAL  TREATMENT 

DOCTOR 

Equal — Personal 

24 

96 

100 

100 

Equal — Other 

35 

83 

86 

80 

U nequal — Personal 

17 

47 

100 

94 

Unequal — Other 

97 

51 

41 

38 

P=  <.001 

P=  <.001 

P = 

<.001 

All  Equal 

59 

88 

92 

88 

All  Unequal 

114 

32 

50 

46 

P=  <.001 

P=  <.001 

P = 

<.001 

All  Personal 

41 

76 

100 

98 

All  Other 

132 

44 

53 

48 

P=  <.01 

P=  <.001 

P = 

<.001 

All  Relationships 

173 

51 

64 

60 

Table  3 

SATISFACTION  BY  PATIENT  TYPES  (PERCENT) 

PATIENT 

TYPES 

N 

(Relation- 

ships) 

SATISFIED  WITH 
INFORMATION 

SATISFIED  WITH 
PERSONAL  TREATMENT 

SATISFIED  WITH 
DOCTOR 

Participant — Person  Accepting 

25 

64 

76 

68 

Participant — Other 

26 

81 

84 

84 

Silent — Person  Accepting 

44 

28 

61 

57 

Silent — Other 

27 

30 

63 

56 

Subordinate — Person  Accepting 

16 

88 

63 

63 

Subordinate — Other 

35 

51 

44 

43 

P=  <.001 

P=  <.05 

N.S. 

All  Participant 

51 

73 

80 

76 

All  Silent 

71 

28 

57 

56 

'All  Subordinate 

51 

63 

51 

49 

P=  <.01 

N.S. 

N.S. 

All  Person 

Accepting 

85 

50 

66 

61 

All  Other 

88 

53 

65 

61 

N.S. 

N.S. 

N.S. 

All  Relationships 

173 

51 

64 

60 

Table  4 


OVERALL  SATISFACTION  BY 
(PERCENT) 

PATIENT  TYPES 

Satisfied  With 

Patient  Types 

N 

Hospital  Experience 

Participant-Person  Accepting 

11 

82 

Participant — Other 

10 

70 

Silent — Person  Accepting 

17 

41 

Silent — Other 

15 

33 

Subordinate — Person  Accepting 

6 

50 

Subordinate — Other 

19 

16 

P=  <.05 

All  Participant 

21 

80 

All  Silent 

32 

38 

All  Subordinate 

25 

24 

P=  <.05 

All  Person  Accepting 

34 

56 

All  Other 

44 

34 

N.S. 

All  Patients 

78 

43 

asked,  the  analysis  in  Table  4 is  based  on  the  re- 
sponses of  78  patients  only.  (Tables  2,  3,  4). 

ANALYSIS  OF  FINDINGS 

The  most  satisfying  relationship  form  is  obviously 
the  Equal  and  Personal.  Relationships  which  are 
Equal  but  not  Personal  rank  below  this  top-category 
on  all  measures,  although  the  satisfaction  reported 
by  patients  about  these  relationships  is  still  gratify- 
ingly  high.  Unequal  Personal  Relationships  are  satis- 
fying in  all  respects  except  information,  an  exception 
which  seems  not  very  important  to  many  of  the 
patients  involved.  Unequal  Relationships  which  are 
not  Personal  are  productive  of  great  dissatisfaction 
on  all  counts,  and  unfortunately  the  greatest  number 
of  relationships  falls  in  this  category.  As  might  be  ex- 
pected, satisfaction  with  information  depends  al- 
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most  completely  upon  the  Equality  of  the  relation- 
ship form,  while  satisfaction  with  personal  treatment 
and  with  the  doctor  depend  more  on  Personal  Close- 
ness. 

Patients  who  are  Participants  give  evidence  of 
greater  satisfaction  not  only  with  information  re- 
ceived but  with  personal  treatment  as  well,  and  re- 
ported more  satisfaction  with  each  doctor  than  do 
other  patients.  Silent  Partners  presented  quite  a dif- 
ferent picture.  These  patients  (nearly  all  of  whom 
were  involved  in  Unequal  Relationships)  were  mod- 
erately well  satisfied  with  the  personal  treatment  they 
received  and  with  the  doctor  involved,  but  were 
greatly  dissatisfied  with  information-sharing.  Subor- 
dinate patients  were  generally  satisfied  with  infor- 
mation (expectedly  so,  since  presumably  they  wanted 
little  or  none)  and  resembled  Silent  Partners  on  the 
other  two  measures.  In  short,  for  patients  to  achieve 
satisfaction  in  this  hospital  setting,  they  had  better 
be  Participants  — a requirement  which  seems  un- 
realistic given  the  rural  population  from  which  most 
of  them  are  drawn.  No  difference  in  satisfaction  can 
be  predicted  from  patients’  Personal  Styles. 

For  overall  satisfaction  with  the  hospital  experi- 
ence, as  for  satisfaction  with  individual  doctors, 
Participation  seems  the  route  to  success.  Person 
Accepters  enjoy  somewhat  more  overall  satisfaction 
than  do  Person  Neutrals  but  the  differential  is  not 
great.  Person  Rejectors,  regardless  of  their  Interac- 
tive Styles,  were  dissatisfied  with  their  experience. 

An  interesting  factor  comes  to  light  when  Table  4 
is  compared  with  the  one  just  preceding  it.  Partici- 
pant patients  report  substantially  the  same  satisfac- 
tion levels  when  the  measurement  is  by  relationship 
as  they  do  on  the  overall  item.  Silent  and  Subordinate 
patients,  however,  are  measureably  less  satisfied  with 
their  overall  experience  than  they  are  with  their 
doctors.  The  analyst  may  speculate  that  the  same 
behavior  factors  which  inhibit  information  flow  be- 
tween doctor  and  patient,  inhibit  crucial  communi- 
cation between  the  patient  and  other  staff  members, 
and  that  this  lack  of  communication  cumulates. 
Staff  other  than  doctors  apparently  do  not,  in  this 
setting  at  least,  offer  patients  sufficient  personal 
closeness  to  "make  up  for”  the  lack  of  that  element 
in  doctor-patient  contact.  This  finding  speaks  to  the 
question,  so  much  discussed  of  late,  of  the  impor- 
tance of  the  individual  family  physician  compared 
with  that  of  the  multi-disciplinary  health  “team.” 
The  addition  of  ancillary  health  personnel  can,  of 
course,  greatly  increase  the  amount  of  time  a phy- 
sician has  at  his  disposal.  If  patients  are  to  be  satis- 
fied, however,  the  physician  must  maintain  his  per- 
sonal relationship  with  his  patient.  The  further  im- 
plications of  this  finding  for  the  in-service  training 


of  nurses  and  ancillary  hospital  personnel  are  ob- 
vious. 

Data  analysis  of  the  entire  body  of  data  revealed 
that  the  Equality  of  a relationship  depended  heavily 
upon  the  patient’s  Interactive  Style  (P  = < .001 ) 
with  most  Participant  patients  included  in  Equal  re- 
lationships, and  most  Silent  and  Subordinate  pa- 
tients involved  in  Unequal  relationships.  A Partici- 
pant patient  can  probably  “get  what  he  asks  for”  as 
far  as  Equality  is  concerned  while  the  Silent  patient 
suffers  in  this  area  since  what  his  behavior  seems  to 
ask  for  is  not  what  he  really  wants.  The  Personal 
Closeness  of  the  relationship,  on  the  other  hand,  was 
influenced  most  strongly  by  the  doctor’s  Personal 
Style  (P  = <.001 ) and  only  slightly  by  the  patient. 
The  patient  thus  has  little  or  no  control  over  this 
outcome  — the  more  important  of  the  two  for  any 
item  of  satisfaction  except  information. 

Differences  by  service  were  similar  to  those  found 
by  Duff  and  Hollingshead,  with  surgical  patients 
more  apt  to  be  satisfied  than  were  those  of  the  med- 
icine service  (P  = <.01 ).  Both  Equal  relationships 
and  Personal  relationships  were  more  common  the 
surgical  service  than  on  the  medical  (P  = <.05  and 
P = .01,  respectively).  This  difference  was  not  an 
artifact;  no  association  was  found  between  service 
and  patient  behavior  styles.  Doctor’s  behavior  styles 
differed  somewhat  by  service,  particularly  among 
residents  and  interns,  with  surgeons  more  apt  to  be 
Participant  (rather  than  Dominant)  and  Person  Ac- 
cepting, but  the  differences  were  not  significant. 

CONCLUSION 

Overall  these  findings  compare  well  with  those 
reported  elsewhere.  Urban,  Participant  patients  who 
are  hospitalized  for  surgical  procedures  are  relatively 
well  satisfied.  In  a state  like  ours,  however,  with  a 
predominantly  rural  population,  the  situation  is 
fraught  with  problems.  As  late  as  1970,  only  31.5% 
of  South  Dakotans  lived  in  cities  of  10,000  popula- 
tion or  more.  Furthermore,  the  proportion  of  South 
Dakotans  aged  65  and  over  increased  12.5%  from 
1960  to  1970,  and  this  figure  is  still  rising.  In  the 
study  reported  here,  aging  persons  were  more  likely 
to  be  medicine  than  surgical  patients  (difference  not 
significant  at  P = < .25 ) , were  more  likely  to  be 
Silent  Partners  (difference  not  significant  at  P = 
<.14)  and  were  more  likely  to  be  rural  (P  = 
<.0I).  Thus  many  South  Dakotans  are  precisely 
those  persons  least  apt  to  find  satisfaction  in  their 
hospital  experiences. 

That  Equal  relationships  can  be  established  with 
these  rural  Silent  patients  was  demonstrated  by  26 
percent  of  such  patients  in  this  study.  Even  more 
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importantly,  personal  closeness  in  a relationship 
can  be  established  by  the  doctor  nearly  single-hand- 
edly. Patient  satisfaction  should  be  measurably  en- 
hanced thereby. 
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ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL  AS- 
SOCIATIONS WITH  WHOM  YOU  ARE  ASSOCI- 
ATED. REFERENCES  TO  QUALIFIED  INQUIRIES  ARE 
GLADLY  FURNISHED. 

39th  & MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck”  Point,  Mgr.  Home  phone  336-3168 


Stairway-Elevator 


Phone  us  toll  free 
for  more  information 
1-800-952-3968 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 

Sioux  Falls,  SD  57105 

PUTTING  PEOPLE  IN  M0770N 
with  AMERICAN  STAIRGLIDE  products 


Porchlift 


Electric 

Wheelchair 


Easy-Lift  Chair 
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Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  11, 1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA  s current 
thinking  in  this  vital  area. 

1.  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry's 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3«When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5.  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 

lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7«PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10. Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor's 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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President’s 


There  has  never  been  a time  in  the  private  enterprise  practice  of  medicine  that  the  AMA  has  had  or 
has  exhibited  as  great  a value  to  the  individual  private  practicing  physician  as  the  present  time.  As  I 
am  sure  most  of  you  are  aware,  the  individual  doctor  trying  to  stand  up  for  his  own  rights  to  continue  in 
the  private  practice  of  medicine  as  a private  enterprise  is  facing  increasing  difficulties  with  each  passing 
day  as  more  and  more  federal  and  agency  legislation  depicts  the  way  in  which  we  ought  to  practice  medi- 
cine according  to  their  standards.  The  federal  regulations  for  federal  programs  and  the  implementation  of 
those  regulations  are  ever  increasing  in  degree  and  in  severity  of  control  over  private  medicine.  A good 
case  in  point  was  the  regulations  regarding  PSRO  and  the  implementation  of  those  which  the  AMA  pro- 
tected each  of  us  as  individual  physicians  by  suing  as  an  organization  the  HEW.  Having  a successful 
suit  this  was  appealed,  and  as  I am  sure  you  all  know  the  appeal  was  also  won  by  the  American  Medical 
Association.  This  is  a typical  example  of  the  ways  in  which  the  AMA  as  a vast  and  organized  body  can 
protect  the  rights  of  individual  members. 

There  was  a time  when  the  AMA  seemed  very  remote  and  very  distant  to  the  practicing  physician, 
particularly  those  practicing  physicians  who  like  ourselves  are  in  the  rural  setting  of  South  Dakota.  I think 
this  day  is  rapidly  disappearing  and  the  new  emphasis  on  the  AMA  has  been  to  recognize  the  needs 
and  the  rights  of  the  rural  practicing  physicians  and  to  stand  up  for  those  rights  whenever  possible.  I 
believe  these  are  just  a few  of  the  reasons  why  AMA  membership  is  a terribly  important  thing  to  each  in- 
dividual practicing  physician  at  the  present  time.  There  has  been  a reshuffling  and  redirection  of  ob- 
jectives and  goals  from  the  AMA  and  most  of  them  as  I can  perceive  them  are  related  to  a more  direct 
responsibility  to  the  individual  practicing  doctor.  I am  confident  that  the  State  Medical  Association, 
too,  is  very  important  at  the  present  time  to  make  sure  the  AMA  does  represent  the  needs  of  South 
Dakota.  County  medical  societies,  as  I am  sure  you  are  all  well  aware,  have  had  remarkable  input  into  the 
state  this  year  as  they  have  in  past  years  and  they  will  continue  to  have  a need  for  greater  input  in 
years  to  come.  Perhaps  the  best  way  of  saying  this  is  that  I feel  at  no  time  have  we  ever  needed  to  belong 
and  participate  in  District  or  County,  State,  and  American  Medical  Associations  more  than  at  the  present 
time.  As  individual  voices  we  are  not  often  heard.  As  a unified,  organized  body  there  is  much  we  can  do 
to  protect  ourselves  and  to  improve  the  quality  of  medical  care  without  governmental  restrictions.  It  has 
been  said  that  the  American  Medical  Association  is  a sleeping  giant.  It  is  my  feeling  that  the  giant 
has  awakened  and  we  all  should  be  a part  of  that  awakened,  enlightened  giant. 


Sincerely, 

G.  E.  Tracy,  M.D. 


President 

South  Dakota  State  Medical  Association 
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SOUTH 


DAKOTA 


Cold/Allergy  and  Cough  Country 


RYNATAN,  for  symptomatic 
relief  of  colds  and  allergic  rhinitis. 
Convenient  b.i.d.  tablet  and 
liquid  dosage. 

Rynatuss®  Country 

RYNATUSS,  for  symptomatic 
relief  of  coughs  due  to  colds  and 
in  acute  and  chronic  bronchitis. 
Convenient  b.i.d.  tablet  and 
liquid  dosage. 


Linking  chemistry  to  medicine  ® 


Mallinckrodt,  Inc.  St.  Louis,  Mo.  63147 


□ 


: Each  tablet  contains  Phenylephrine  Tannate,  25  mg 
Chlorpheniramine  Tannate,  8 mg.;  Pyrilamine  Tannate,  25  mg 


Each  5 ml.  (1  teaspoonful)  RYNATAN  - PEDIA- 
TRIC SUSPENSION  contains:  Phenylephrine 
Tannate.  5 mg.;  Chlorpheniramine  Tannate,  2 
mg.;  Pyrilamine  Tannate.  12.5  mg.  CONVEN- 
IENT B I D.  DOSAGE  tor  convenience  and  econ- 
omy. 

INDICATIONS:  RYNATAN  provides  symptomatic 
relief  of  the  coryza  and  nasal  congestion  asso- 
ciated with  the  common  cold,  other  upper 
respiratory  infections  and  allergic  rhinitis  In 
sinusitis,  drainage  from  the  affected  sinuses 
may  be  improved. 

CONTRAINDICATIONS:  RYNATAN  is  contrain- 
dicated in  those  patients  who  are  sensitive  to 
sympathomimetic  drugs. 

PRECAUTIONS:  Use  with  caution  in  patients 
with  hypertension,  hyperthyroidism,  diabetes  or 


coronary  artery  disease  warn  of  possible  drows- 
iness in  patients  who  may  operate  vehicles  or 
machinery 

ADVERSE  REACTIONS:  Drowsiness  and  dryness 
of  the  mouth  are  occasionally  associated  with 
antihistamine  therapy  in  some  individuals. 
DOSAGE  AND  ADMINISTRATION:  RYNATAN 
TABLETS:  1 or  2 tablets  every  12  hours 
RYNATAN  PEDIATRIC  SUSPENSION:  For  chil- 
dren over  si*  years  of  age,  5 to  10  ml.  (1  to  2 
teaspoonfuls)  every  12  hours:  for  children  two 
to  six  years  of  age.  2.5  to  5 ml.  ('h  to  1 
teaspoonful)  every  12  hours;  for  children  under 
two  years  of  age,  1 .7  ml.  (Vi  teaspoonful)  every 
12  hours. 

CAUTION:  Federal  (U.S.A.)  law  prohibits  dis- 
pensing without  prescription. 


□ RYNATUSS®:  Each  tablet  contains  Carbetapentane  Tannate,  60 
mg.;  Chlorpheniramine  Tannate,  5 mg.,  Ephedrine  Tannate,  10  mg.;  Phenylephrine 
Tannate,  10  mg 


Each  5 mi.  (1  teaspoonful)  RYNATUSS®  PEDIA- 
TRIC SUSPENSION  contains  Carbetapentane 
Tannate,  30  mg  Chlorpheniramine  Tannate.  4 
mg  Ephedrine  Tannate.  5 mg..  Phenylephrine 
Tannate,  5 mg.  CONVENIENT  B I D.  DOSAGE 
for  convenience  and  economy 
INDICATIONS:  In  the  treatment  of  coughs  due  to 
the  common  cold,  asthma,  and  in  acute  and 
chronic  bronchitis. 

CONTRAINDICATIONS:  RYNATUSS  is  contrain- 
dicated in  those  patients  who  are  sensitive  to 
sympathomimetic  drugs. 

PRECAUTIONS:  Use  with  caution  in  patients 
with  hypertension,  hyperthyroidism,  diabetes  or 
coronary  artery  disease:  warn  of  possible  drows- 
iness in  patients  who  may  operate  vehicles  or 
machinery. 


ADVERSE  REACTIONS:  Drowsiness  and  dryness 
of  the  mouth  are  occasionally  associated  with 
antihistamine  therapy  in  some  individuals. 

DOSAGE  AND  ADMINISTRATION: 

RYNATUSS  TABLETS:  Adults  — 1 to  2 tablets 
every  12  hours. 

RYNATUSS  PEDIATRIC  SUSPENSION:  For  chil- 
dren over  six  years  of  age.  5 to  10  ml.  (1  to  2 
teaspoonfuls)  every  12  hours:  for  children  two 
to  six  years  of  age,  2.5  to  5 ml  (%  to  1 
teaspoonful)  every  12  hours;  for  children  under 
two  years  of  age,  1 .7  ml.  (%  teaspoonful)  every 
12  hours. 

CAUTION:  Federal  (U  S A.)  law  prohibits  dis- 
pensing without  prescription. 


The  above  represents  a brief  summary.  See  package  inserts  for  full  prescribing  information 


SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


PRESIDENT  SPEAKS 

At  this  writing,  we  are  off  to  a new  calendar  year,  yet 
our  Academy  year  is  more  than  half  over.  At  our  annual 
meeting  in  August  of  1975,  South  Dakota  Academy  Board 
of  Directors  were  given  two  primary  goals  to  work 
towards.  Number  one  being  the  promotional  expansion  of 
Family  Practice  in  the  state  of  South  Dakota  and  the  second 
being  the  continuation  and  expansion  of  postgraduate  educa- 
tion for  our  Academy  members.  There  is  still  much  work 
to  be  done  to  help  increase  the  number  of  family  practi- 
tioners within  our  state  and  for  all  our  communities. 

The  second  point,  that  of  promotion  and  expansion  of 
postgraduate  education  for  our  family  practitioners  within 
our  state  becomes  even  of  greater  significance  at  this  time. 
As  many  of  you  know,  the  AAFP  Commission  on  Educa- 
tion has  expanded  the  requirements  of  prescribed  continuing 
study  requirements  for  active  status  to  include  75  hours/3 
years  instead  of  the  previous  50  prescribed  hours  in  scienti- 
fic medical  courses.  Seventy  five  elective  hours  are  also 
necessary  each  3 years.  South  Dakota  Academy  has  ex- 
panded the  Black  Hills  Seminar  Program  from  all/2 
day  program  to  2 1/2  days  to  be  held  August  12,  13  and 
14,  again  in  Rapid  City.  The  Education  Committee  has  also 
instituted  a winter  education  course  held  in  Spearfish  dur- 
ing the  month  of  January.  There  will  also  be  a Spring  Re- 
fresher April  3,  1976,  in  conjunction  with  the  SDAFP 
"Family  Practice  Club”  event.  These  three  programs  in 
themselves  will  allow  our  members  to  meet  their  require- 
ments totally  within  the  state.  In  addition  with  the  expansion 
of  our  medical  school  to  a four  year  program,  further  con- 
tinuing education  courses  will  be  available  for  our  Academy 
members. 

The  South  Dakota  State  Medical  Association  has  had  a 
series  of  meetings  for  the  development  of  a continued  medi- 
cal education  course  for  all  the  physicians  of  the  state  of 
South  Dakota.  They  have  two  members  of  our  Academy  of 
Family  Physicians  on  the  committee  and  are  contemplating 
using  many  of  our  study  requirements  and  guidelines  to 
develop  their  program.  The  American  Academy  of  Family 
Physicians  over  the  years  has  been  a leader  in  requiring 
and  encouraging  its  members  to  remain  current  in  their 
postgraduate  studies  and  we  feel  this  is  a positive  step  on  the 
part  of  the  South  Dakota  State  Medical  Association.  Your 
South  Dakota  Academy  education  committee  feels  it  is  im- 
portant that  we  continue  to  remain  leaders  in  providing 
excellent  postgraduate  studies  and  adequate  requirements 
for  our  own  members  as  well  as  all  physicians. 

R.  W.  Friess,  M.D. 

President,  SDAFP 


Nebraska  Review  Course 

For  the  past  five  years  the  Department  of  Family 
Practice,  University  of  Nebraska  College  of  Medi- 
cine, has  presented  an  intensive  two  week  review 
course  entitled  the  Family  Practice  Review.  This  re- 
view course  covers  over  100  hours  of  instruction  and 
utilizes  several  different  instructional  and  testing 
methods  including  case  studies,  lectures,  demonstra- 
tions and  small  group  discussions.  Because  testing 
methods  and  procedures  have  drastically  changed  in 
recent  years,  some  time  is  spent  with  the  newest  form 
of  testing  for  board  exams-patient  management  prob- 
lems. These  testing  sessions  have  been  found  to  be  an 
extremely  valuable  part  of  the  course  in  that  they 
reinforce  pertinent  information  which  is  presented. 

The  1976  Family  Practice  Review  course  will  be 
held  at  the  University  of  Nebraska  Medical  Center 
beginning  on  Monday,  September  13,  1976,  and  it 
will  conclude  on  Friday,  September  24,  1976. 

Anyone  interested  in  registering  for  the  course  or 
who  desire  further  information,  should  contact: 

Robert  R.  Moutrie,  Executive  Director 

Continuing  Education 

University  of  Nebraska  Medical  Center 

42nd  and  Dewey  Avenue 

Omaha,  Nebraska  68105 

Telephone  (402)  541-4452 


Dues 

Have  you  paid  your  1976  AAFP  dues  as  yet?  If 
not,  please  remit  your  check. 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 
Lecture  #6 

Irritative  Lesions  of  the  Central  Nervous  System 

by 

George  C.  Flora,  M.D.* 


In  the  practice  of  medicine,  the  mortals  who  per- 
form it  do  so  with  remarkably  little  factual  data.  Of 
the  data  we  use,  misconceptions  are  common.  Fort- 
unately what  we  “think,”  even  if  based  on  miscon- 
ception, seldom  affects  the  course  of  our  patient’s 
pathology,  so  little  harm  results.  The  relation  of 
"misconception”  and  “factual  data”  to  “irritative” 
lesions  of  the  central  nervous  system  deserves  com- 
ment. Medics  experience,  are  taught  and  observe 
that  noxious  agents  irritate  the  body  surfaces,  the 
respiratory  and  gastrointestinal  endothelium  with 
resultant  “pain  and  discomfort”  to  the  human.  The 
“noxious  agents”  include  irritants,  trauma  and  dis- 
ease. To  misconclude  that  something  uncomfortable 
should  be  felt  if  “disease”  irritated  the  central  nerv- 
ous system  is  logical.  The  fact  that  no  discomfort  is 
felt  is  clinically  “factual  data.”  “Disease”,  or  even  a 
fair  sized  neurosurgeon  may  ravage  the  brain 
parenchyma,  and  if  he  does  not  “drag  his  feet”  on 
meninges  or  blood  vessels  there  is  no  resultant  dis- 
comfort to  the  patient — until  the  bill  arrives. 

The  purpose  of  emphasizing  this  point  is  directed 
to  the  medic’s  concern  that  a “central”  lesion  may, 
by  “irritation,”  account  for  “pain  and  discomfort”  in 
distant  innervated  body  parts.  Many  have  experi- 
enced this  clinical  insecurity.  The  emphasis  of 
“thalamic  pain”  and  “tumor  headache”,  undif- 
ferentiated from  peripheral  nervous  system  “irrita- 
tive” phenomena  of  “tic,”  vasculitis  and  dysaesthe- 
sias,  fortifies  the  misconception.  Differentiation  is 
very  simple  once  its  need  is  stated. 


‘Professor  and  Chief  of  Neurology.  USD  School  of  Medi- 
cine, Glidden  Hall,  Sioux  Falls  College,  Sioux  Falls,  SD. 


In  twenty  years  of  neurological  practice  I have  not 
diagnosed  a brain  lesion  whose  only  symptom  was 
“pain  from  irritation.”  Even  the  rare  “thalamic  pain” 
syndromes  have  had  classical  deficit  of  deep  sensa- 
tion. No  “brain  tumor”  has  yet  appeared  in  which 
"pain  alone”  \\'as  the  total  sign-symptom  complex. 
Even  the  surface  tumors,  who  emphasized  pain, 
have  had  seizures  and/or  deficit  findings  of  hyper- 
reflexia  or  dementia  on  which  to  base  the  diagnosis. 

The  "irritative  lesions”  of  the  central  nervous  sys- 
tem are  determined  by  the  tissue’s  response  to 
stimulation.  Brain  tissue  has  no  pain  receptors  to  be 
stimulated,  only  nerve  cells  and  supporting  glial  tis- 
sue. “Irritate”  the  cell  body  of  the  neuron  and  it  dis- 
charges, this  is  seizure  or  convulsive  phenomenon — 
not  “pain.”  Irritation  of  the  “supporting  cell”  or  the 
parenchymal  microcirculation  results  in  no  known 
response.  The  cell  body,  located  largely  in  the  cortex, 
is  the  only  cell  part  responsive  to  “irritation.”  The 
greater  mass  of  the  brain,  the  “white  matter,”  com- 
prised of  axons  of  neurons  cannot  be  stimulated  by 
“irritation”  and  are  destroyed  without  symptoms  of 
seizure,  pain  or  discomfort. 

Defense  of  misconception  may  be  automatic  and 
emotional.  Memory  of  “pain”  in  a brain  tumor  victim 
is  real.  Mass  lesions  eventually  cause  increased  in- 
tracranial pressure,  traction  on  large  arteries  and 
meninges,  all  of  which  produces  pain  from  structures 
outside  of  the  brain  itself.  The  “stroke  victim”  who 
has  discomfort  from  his  adjustment  to  deficit,  or  who 
has  painful  unmoving  limbs  also  is  remembered.  The 
discomfort  here  is  usually  the  pain  of  disability  or 
immobility  not  “irritation”  of  brain  tissue. 

Lesions  within  the  central  nervous  system 
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parenchyma  which  “irritate”  make  their  presence 
known  by  the  brain’s  single  response  to  irritation, 
namely  seizure  discharge.  The  lesion  that  “irritates” 
may  also  manifest  by  deficit  phenomenon  if  nerve 
cells  are  destroyed.  Complaints  of  “only  pain”  are 
not  manifestations  of  brain  or  cord  lesions. 

Irritation  of  the  peripheral  nervous  system,  the 
meninges,  extraparenchymal  blood  vessels  and  some 
cranial  nerves  may  present  with  “pain.”  These  struc- 
tures have  pain  receptors  similar  to  the  body  sur- 
faces. 
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The  increasing  number  of  high  speed  motor  vehicle  ac- 
cidents has  created  a necessity  for  physician  awareness 
about  a condition  which  causes  blunt  trauma  to  the 
thoracic  aorta  and  subsequent  disruption  of  that  vessel. 
While  the  initial  survival  depends  entirely  on  the  body's 
own  ability  to  contain  an  expanding  hematoma  within  the 
pleural  tissues  and  aortic  adventitia,  the  survival  of 
these  patients  may  be  as  high  as  80  to  85  percent  once 
they  are  seen  in  the  hospital,  providing  early  recognition 
and  diagnosis  is  made. 

There  may  be  a paucity  of  associated  injuries  in  these 
patients;  however,  the  upright  chest  roentgenogram  show- 
ing a widened  mediastinum  should  immediately  raise  one’s 


index  of  suspicion  to  the  possibility  of  a disrupted  thoracic 
aorta.  The  diagnosis  can  then  be  confirmed  by  aortography. 

Because  of  recent  advances  in  cardiovascular  surgery, 
particularly  in  relationship  to  the  use  of  external  shunt  de- 
vices and  cardiopulmonary  bypass,  the  surgical  treatment 
of  these  patients  has  a rewarding  80  to  90  percent  cur- 
ability rate. 

It  is  the  purpose  of  this  paper  to  present  an  overview 
of  this  interesting  thoracic  surgery  problem  in  the  hope 
that  it  will  create  an  awareness  of  those  physicians  dealing 
with  trauma,  and  alert  them  to  the  availability  of  early 
surgical  treatment  as  the  only  means  whereby  an  increase 
in  survival  can  be  attained. 


TRAUMATIC  RUPTURE  OF  THE  THORACIC  AORTA 


by 

Robert  D.  YVillix,  Jr,,  M.D.* 


Traumatic  interruption  of  the  thoracic  aorta  due 
to  blunt  trauma  has  become  increasingly  more  fre- 
quent. The  mechanism  of  injury  has  been  postulated 
as  being  secondary  to  rapid  deceleration  with  whip- 
ping of  the  more  mobile  anterior  portion  of  the 
aortic  arch  on  the  more  fixed  posterior,  paraspinous 
aorta.  The  aorta  is  relatively  fixed  in  two  areas,  at 
the  root  of  the  heart  and  at  the  level  of  the  ligamen- 
tum  arteriosum. 

Approximately  95  percent  of  all  traumatic  aortic 
ruptures  occur  in  the  region  of  the  aortic  isthmus 
at  the  ligamentum  arteriosum,  with  the  remaining 
3 to  5 percent  occurring  just  above  the  aortic 
valve7.  A very  small  percentage  of  injuries  occur 
just  above  the  diaphragm  and  at  the  level  of  the 
innominate  artery  (see  Fig.  1 ). 

The  natural  history  of  traumatic  rupture  indicates 
that  80  to  90  percent  of  the  patients  sustaining  in- 
jury die  immediately5.  Initial  survival  apparently 
depends  on  the  containment  of  the  hematoma  within 
the  pleural  tissues  and  the  aortic  adventitia.  Of  the 
survivors,  approximately  30  to  50  percent  expire 
within  24  hours,  70  percent  by  eight  days,  90  per- 
cent by  three  weeks.  Only  5 percent  of  all  survivors 
will  develop  a chronic  aneurysm  and  live  for  years. 

Head-on  automobile  collisions  are  the  most  fre- 
quent mode  of  injury.  Twenty-five  to  30  percent 
are  secondary  to  car-pedestrian  accidents,  motor- 
cycle accidents,  airplane  crashes,  etc. 

More  than  50  percent  of  surviving  patients  are 
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Figure  1— SITES  OF  AORTIC  RUPTURE 

A.  region  of  the  aortic  isthmus,  95  percent  of  the  injuries 

B.  region  just  above  the  aortic  valve,  3 to  5 percent  of  the 
injuries 

C.  region  of  the  descending  aorta  just  above  the  diaphragm, 
a very  small  percentage 

D.  region  of  the  innominate  artery,  again  a very  small 
percentage 
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between  the  ages  of  20  to  30  years;  however,  there 
have  been  survivors  as  young  as  ten  years  of  age 
and  as  old  as  63  years  of  age.  Males  appear  to  be 
injured  ten  times  more  frequently  than  females. 

CLINICAL  FINDINGS 

The  proper  management  of  patients  with  an  acute 
aortic  rupture  is  dependent  upon  prompt  diagnosis. 
While  the  presence  of  a crushing  chest  injury  should 
alert  the  physician  to  the  possibility  of  this  injury, 
the  patient  may  not  complain  of  chest  pain  and  may 
have  no  external  signs  of  chest  trauma.  Indeed,  in 
some  series  the  incidence  of  external  chest  wall  in- 
juries accounted  for  only  20  to  30  percent  of  those 
with  interrupted  thoracic  aortas. 

Associated  major  injuries  are  the  rule  rather  than 
the  exception  and  account  for  the  major  delay  in 
diagnosis.  While  some  early  reports  indicated  a high 
correlation  with  a specific  injury  such  as  first  rib 
fractures  and  flail  chest,  a careful  literature  review 
shows  no  single  correlating  injury.  Some  of  the  re- 
ported associated  injuries  include  long  bone  frac- 
tures, flail  chest,  mild  to  severe  pulmonary  con- 
tusions, major  intra-abdominal  bleeding,  i.e.  mes- 
enteric arterial  tears,  splenic  lacerations,  etc. 

No  single  physical  finding  or  clinical  sign  is  pres- 
ent in  all  patients  with  interruption  of  the  thoracic 
aorta  secondary  to  trauma.  Evidence  of  major  tho- 
racic injury  with  or  without  shock  should  alert  one 
to  the  possibility  of  aortic  rupture.  Radiographic 
evidence  of  widened  mediastinum  in  a trauma  pa- 
tient, with  or  without  chest  wall  injury,  should  raise 
the  physician’s  index  of  suspicion. 

Physical  findings  may  be  scant,  but  most  fre- 
quently encountered  are  upper  extremity  hyperten- 
sion and  a systolic  murmur  audible  in  the  inter- 
scapular  region  or  to  the  left  of  the  sternum  in  the 
second  to  fourth  intercostal  spaces.  Differential  pulse 
amplitude  between  the  upper  and  lower  extremities 
and  the  development  of  an  acute  coarctation  syn- 
drome are  frequent  physical  findings.  Transient 
anuria,  paraplegia,  dysphagia,  hoarseness,  chest  pain 
and  increasing  respiratory  distress  are  all  signs  of 
expanding  mediastinal  hematoma. 

METHODS  OF  DIAGNOSIS 

Roentgenographic  evidence  of  interrupted  thorac- 
ic aorta  is  the  most  frequent  method  of  diagnosis 
(see  Fig.  2).  Widening  of  the  superior  mediastinum 
on  plain  roentgenograms  of  the  chest  is  present  in 
almost  every  patient.  Evaluation  of  the  media- 
stinum may  be  extremely  difficult,  since  such  films 
in  the  critically  injured  are  often  obtained  in  the 
supine  position  in  a relatively  expiratory  phase.  If 
at  all  possible,  one  should  attempt  to  obtain  an 
upright  PA  or  AP  chest  roentgenogram. 


Figure  2 

Note  the  widened  mediastinum,  the  loss  of  the  aortaic 
contour,  the  deviation  of  the  trachea  to  the  right  and  the 
depression  of  the  left  main  stem  bronchus  that  are  evident 
on  this  chest  x-ray  in  a patient  later  proven  to  have  a 
transected  aorta. 

Am  abnormality  of  the  aortic  contour  in  the  re- 
gion of  the  isthmus  is  often  evident*.  A loss  of 
sharpness  of  the  aortic  outline  as  well  as  loss  of  the 
aortic  knob  shadow  are  frequently  seen  as  evidence 
of  mediastinal  injury. 

Other  radiographic  findings  include  deviation  of 
the  trachea  to  the  right,  depression  of  the  left  main 
stem  bronchus  and  the  presence  of  a left  hemo- 
thorax or  effusion.  Recently  Gray  reported  a new 
radiographic  finding  in  traumatic  aortic  interruption 
that  is  separation  of  a calcified  intima  from  the 
aortic  adventitia  by  hematoma  in  an  elderly  wom- 
an3. 

Diagnosis  of  aortic  rupture  may  be  suspected  from 
a plain  chest  roentgenogram  but  can  only  be  con- 
firmed by  aortography.  Various  angiographic  tech- 
niques have  been  suggested  as  having  distinct  ad- 
vantages. Until  the  controversy  is  settled,  any  of 
the  accepted  arteriographic  methods — transfemoral, 
transaxillary  or  brachial  arteriography — are  satis- 
factory to  confirm  the  diagnosis  of  interrupted  tho- 
racic aorta  (see  Fig.  3). 
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Figure  3 

Note  that  a catheter  has  been  placed  via  the  transfemoral 
route.  The  tip  of  the  catheter  is  just  proximal  to  the  innomi- 
nate artery  in  the  aortic  arch.  Contrast  material  reveals  a 
bulbous  dilatation  in  the  region  of  the  aortic  isthmus.  This 
represents  a pseudoaneurysm  of  the  aorta  and  is  diagnostic 
of  an  interrupted  thoracic  aorta.  At  thoracotomy  this  rep- 
resented a ruptured  thoracic  aorta. 

TREATMENT 

Conservatism  has  no  place,  once  the  diagnosis 
is  suspected,  since  50  percent  or  more  of  these  pa- 
tients will  expire  from  hemorrhage  within  24  hours 
of  the  time  of  injury.  While  there  is  an  occasion 
when  medical  management  has  a role  in  the  treat- 
ment of  thoracic  aortic  rupture,  the  majority  of  these 
injuries  have  to  be  treated  by  surgical  intervention. 

Medical  management  is  only  indicated  when  the 
patient’s  condition,  due  to  other  associated  injuries 
or  age,  etc.,  dictates  that  operative  intervention  at 
that  time  is  impossible.  Under  these  circumstances, 
the  patient  may  be  treated  similarly  to  an  acute 
dissection  of  the  thoracic  aorta  by  the  method  de- 
scribed by  Wheat  and  Palmer0.  This  includes  the 
use  of  antihypertensive  medication  such  as  Guane- 
thidine  or  Aldomet  to  maintain  the  systolic  blood 
pressure  between  90  and  110,  to  keep  the  urinary 
output  at  20  cc.  per  hour.  It  also  includes  the  addi- 
tion of  a drug  to  decrease  the  force  of  myocardial 


contractility  such  as  Reserpine  or,  more  recently, 
Propranolol. 

The  procedure  of  choice  for  repair  of  this  in- 
jury is,  again,  somewhat  controversial.  The  majority 
of  these  patients  are  treated  by  the  use  of  left 
heart  bypass,  utilizing  left  atrial  and  left  femoral 
artery  perfusion.  There  are,  however,  numerous 
groups  around  the  country  who  have  equal  success 
utilizing  external  shunts  between  the  ascending  aorta 
and  the  descending  thoracic  aorta1-4.  I he  propo- 
nents of  the  use  of  external  shunts  such  as  silastic 
or  siliconized  tygon  or  Gott's  tubing  claim  the  ad- 
vantage of  this  technique  is  that  there  is  no  need 
for  heparinizing  the  patient  and  thus  troublesome 
post-repair  bleeding  is  avoided.  Those  who  prefer 
left  heart  bypass  claim  that  less  dissection  is  re- 
quired and  thus  there  is  a minimum  of  raw  media- 
stinal surface  within  the  thoracic  cavity  that  causes 
bleeding.  Both  methods  appear  to  offer  equal  pro- 
tection of  the  spinal  cord  and  central  nervous  sys- 
tem and  therefore  the  method  of  choice  is  left  to 
the  discretion  of  the  individual  surgeon. 

The  first  patients  to  receive  surgical  attention 
were  those  who  had  chronic  aneurysms  and  these 
were  treated  initially  with  such  things  as  a sheet  of 
cellophane  wrapped  around  the  aneurysm  promoting 
fibrosis  of  the  surrounding  tissue.  This  mode  of 
therapy  is  no  longer  in  vogue  and  is  not  considered 
adequate  therapy  for  thoracic  aneurysms. 

The  first  successful  excision  of  a traumatic  tho- 
racic aortic  aneurysm  and  replacement  was  reported 
by  Stranahan  and  associates  in  1953.  They  sub- 
stituted an  8 cm.  long  freeze-dried  homograph,  using 
temporary  bypass  shunt. 

At  the  present  time  there  are  two  methods  of 
resection  being  carried  out  by  most  centers  around 
the  country.  One  is  the  use  of  prosthetic  material 
to  replace  a small  segment  of  the  descending  aorta 
distal  to  the  left  subclavian  artery  or  a portion  of 
the  ascending  aorta.  The  other  method  has  been  ex- 
cision and  primary  end-to-end  reanastomosis  of  the 
injured  thoracic  aorta.  The  latter  is  utilized  to  some 
extent  and  is  recommended  as  the  treatment  of 
choice,  whenever  possible.  For  those  who  deal  with 
this  injury  frequently,  however,  it  appears  as  though 
there  is  usually  enough  damage  to  the  aorta  that 
mobilization  and  end-to-end  reanastomosis  is  ap- 
plicable only  20  percent  of  the  time. 

POST-OPERATIVE  COMPLICATIONS 

Postoperative  complications  occur  in  30  percent 
of  the  patients  treated  for  traumatic  thoracic  aortic 
rupture.  The  majority  of  these  are  pulmonary  com- 
plications, more  frequently  atelectasis,  pneumonia, 
pleural  effusions  and  pulmonary  contusions.  Res- 
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piratory  insufficiency  requiring  tracheostomy  has 
been  relatively  rare  but  in  association  with  flail  chest 
can  be  significantly  high  in  any  given  series.  Vocal 
cord  paralysis  has  been  a postoperative  problem; 
especially  amidst  the  edema  and  hematoma  it  is  often 
difficult  to  identify  the  recurrent  laryngeal  nerve. 

Esophageal  injuries,  including  fistula  formation, 
slough  of  the  esophagus,  are  rare  but  reported  com- 
plications. The  most  feared  complication  is  ischemic 
damage  to  the  spinal  cord.  Paraplegia  develops  very 
infrequently  in  these  patients,  especially  with  the  use 
of  external  shunts  and  left  heart  bypass.  Scattered 
reports  in  the  literature  of  paraplegia  occurring  from 
ruptured  thoracic  aorta  are  usually  those  associated 
with  delay  in  diagnosis  or  in  lack  of  protection  of 
the  spinal  cord  by  the  use  of  aorta  clamping  under 
hypothermia  without  the  added  protection  of  ex- 
ternal shunts  or  left  heart  bypass.  Hypothermia  as 
the  sole  method  of  protection  of  the  spinal  cord  is 
no  longer  considered  adequate.  There  is  a much 
higher  incidence  of  irreversible  ventricular  fibrilla- 
tion when  hypothermia  is  utilized  alone. 

MORTALITY 

Emergency  resection  of  the  thoracic  aorta  has  a 
15  to  20  percent  operative  mortality.  Causes  of 
death  include  uncontrollable  hemorrhage,  irrevers- 
ible ventricular  fibrillation,  esophageal  leaks  leading 
to  mediastinitis  and  aortoesophageal  fistulas  and 
aortobronchial  fistulas. 

DISCUSSION 

The  major  problem  in  rupture  of  the  thoracic 
aorta  from  blunt  trauma  is  the  early  recognition  of 
the  lesion  before  adventitial  disruption  and  ex- 
sanguination  occur.  Evidence  of  widening  of  the 
superior  mediastinum  on  the  initial  chest  roentgeno- 
gram obligates  the  responsible  physician  or  surgeon 
to  perform  further  diagnostic  tests,  including  aorto- 
graphy, to  determine  if  rupture  has  occurred. 
Mediastinal  widening  must  not  be  attributed  to  other 
causes  such  as  venous  bleeding  from  sternal  fracture 
or  venous  injuries  unless  angiography  has  ruled  out 
the  possibility  of  an  interrupted  aorta. 

The  most  frequent  sites  of  rupture  are  the  ascend- 
ing aorta  just  proximal  to  the  origin  of  the  in- 
nominate artery  and  the  descending  thoracic  aorta 
just  distal  to  the  origin  of  the  left  subclavian  artery. 
When  disruption  occurs  in  the  aortic  root,  intra- 
pericardial  hemorrhage  and  tamponade  frequently 
result  in  death.  The  latter  lesion  is  therefore  more 
often  fatal  at  the  scene  of  the  accident  and  accounts 
for  the  fact  that  95  percent  of  surgical  series  are 
with  treatment  of  aortic  rupture  distal  to  the  left 


subclavian  artery. 

j ' 

Factors  responsible  for  traumatic  rupture  are  be-  j 
lieved  to  be  the  torsion,  stress  and  deceleration  which  ] ft 

occur  at  these  areas  of  relative  fixation  of  the  aorta.  : P£! 

v&s 

One  clinical  triad,  which  should  immediately  lead  (: 
one  to  suspect  an  injury  to  the  thoracic  aorta,  is i ! & 
I ) difference  in  pulse  amplitude  in  the  upper  and  1,1 
lower  extremities;  2)  hypertension  of  the  upper  ex-  , 
tremities;  and  3)  widening  of  the  mediastinum  on  ii 
upright  chest  roentgenogram8.  None  of  these  fea- 
tures, nor  any  of  the  classic  radiographic  findings  in 
and  of  themselves,  are  enough  to  make  a diagnosis 
of  interrupted  thoracic  aorta  without  the  aid  of  M 
aortography.  Since  the  reports  of  the  first  successful 
cases  of  repair  of  injuries  to  the  thoracic  aorta,  the  ; 
goal  of  surgical  management  has  been  protection 
of  vital  organs,  in  particular,  the  spinal  cord  and 
kidneys.  The  two  methods  most  currently  used  are 
left  heart  bypass  and  the  use  of  external  shunt  de-  j ). 
vices. 

The  ideal  mode  of  surgical  treatment  would  be  the 

primary  resection  and  reanastomosis  of  the  thoracic  > ■' 

F 

aorta.  Local  tissue  damage,  in  particular  to  the  ad-  ( 
ventitia  and  intima  of  the  aorta,  often  warrants  the  ,lL 
use  of  prosthetic  materials.  The  use  of  dacron  and  i 
teflon  have  the  added  potential  complication  of  in-  ( 
fection  due  to  foreign  body;  however,  this  is  a 
relatively  rare  occurrence. 

SUMMARY 

In  this  era  of  high  speed  automotive  injuries  and 
multiple  system  injuries,  one  must  constantly  be 
aware  of  the  possibility  of  blunt  injury  to  the  great 
vessels  of  the  thorax.  Misdiagnoses  secondary  to 
multiple  system  injuries  are  responsible  for  the  high 
mortality  of  interrupted  thoracic  aortas.  The  only 
way  the  mortality  can  be  reduced  is  for  physicians  to 
have  an  extremely  high  index  of  suspicion  any  time 
an  abnormal  chest  roentgenogram  or  evidence  of 
multiple  system  trauma  is  encountered.  In  order  to 
reduce  the  mortality  from  this  clinical  entity,  early 
recognition,  early  arteriography  and  early  surgical 
intervention  are  necessary. 

The  surgical  results  are  very  rewarding  in  that 
better  than  80  percent  of  these  patients  can  survive 
after  adequate  resection  and  replacement  or  primary 
anastomosis  of  the  thoracic  aorta.  Finally,  the  wid- 
ened mediastinum  seen  on  a chest  x-ray  of  a pa- 
tient involved  in  blunt  trauma  must  always  be  sus- 
pected as  being  secondary  to  a major  arterial  in- 
jury within  the  thoracic  cavity.  Remember,  if  the 
aortic  knob  is  lost  on  chest  roentgenogram,  the  next 
loss  may  be  a patient’s  life  if  aortography  is  not 
promptly  performed. 
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LEUKOCYTE  POOR  BLOOD 

Febrile  reactions  due  to  transfusions  can  be  due  to 
multiple  causes  including  allergy  to  plasma  proteins, 
leukocytes,  hemolytic  reaction  or  contaminated 
blood.  However,  one  of  the  most  common  causes  of 
these  febrile  reactions  is  due  to  antibodies  to  leuko- 
cytes (usually  granulocytes). 

This  reaction  is  not  commonly  a fatal  reaction  but 
can  cause  headache,  malaise,  fever,  chills,  neutro- 
philic leukocytosis  and  be  quite  uncomfortable  for 
the  patient. 

It  occurs  principally  in  two  groups  of  patients:  1) 
multiparous  patients,  2)  patients  who  have  had  mul- 
tiple transfusions.  Although  frozen  and  reconstituted 
blood  or  blood  washed  by  a cell  processor  will  obvi- 
ate these  reactions,  these  techniques  are  often  not 
available  to  small  hospitals.  When  a multiply-trans- 
fused or  multiparous  patient  has  had  a febrile  reac- 
tion after  transfusion  and  an  hemolytic  reaction  has 
been  ruled  out,  there  are  methods  by  which  the  gran- 
ulocytes in  the  donor  unit  can  be  reduced  so  that  the 
incidence  of  febrile  reactions  is  reduced. 

One  method  is  inverted  centrifugation.  In  this 
method  the  blood  is  simply  centrifuged  upside  down. 
The  packed  red  cells  are  then  removed  until  the 
buffy  coat  layer  is  reached.  There  is  a loss  of  twenty 
to  twenty-five  percent  of  the  red  cells  but  the  febrile 
reactions  are  reduced. 

A second  method  is  the  use  of  a nylon  filter.  In  this 
method  the  blood  must  be  collected  in  heparin  or  ion 
exchange  resin  and  passed  through  a nylon  filter.  A 
disadvantage  of  this  method  is  that  the  unit  must  be 
processed  and  given  within  twenty-four  hours. 

Use  of  the  above  method  can  reduce  the  incidence 
of  febrile  transfusions  due  to  leukocyte  antibodies. 
Leukocyte  poor  blood  may  also  be  available  from 
your  major  blood  supplier. 

John  F.  Barlow,  M.D. 
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This  Is  Your 


Medical  Association 


T.  A.  Angelos,  M.D.,  Canton; 
Francis  Pisney,  M.D.,  Martin; 
and  John  Sear,  M.D.,  Sisseton; 
were  recently  named  Fellows  of 
the  American  Academy  of  Fam- 
ily Physicians. 

5}C  % 5*C 

Joseph  Hamm,  M.D.,  Sturgis,  has 
terminated  his  private  medical 
practice  and  accepted  a position 
as  coordinator  of  the  Department 
of  Community  Medicine  and 
Family  Practice  in  the  West  River 
region  for  the  USD  School  of 
Medicine. 

:$c  # 


Thomas  F.  O’Toole,  M.D., 

Rapid  City,  died  at  age  83. 
Dr.  O’Toole  established  his 
first  practice  in  New  Under- 
wood in  1920  where  he  built 
and  operated  the  hospital,  and 
in  1942  he  moved  to  Rapid 
City  where  he  continued  his 
practice  until  his  retirement  in 
1963.  He  was  a recipient  of 
the  United  Fund  Award  for 
Outstanding  Citizen,  the  Red 
Cross  Service  Award  and  was 
an  honorary  member  of  the 
Black  Hills  District,  South  Da- 
kota State  and  American  Med- 
ical Associations.  Dr.  O’Toole 
received  the  Papal  Cross  from 
Pope  Pius  XII  in  1949  for  out- 
standing laity  member  and  for 
outstanding  works  to  fellow 
man.  Dr.  O'Toole  was  a mem- 
ber of  the  Knights  of  Colum- 
bus and  Cathedral  Parish, 
Rapid  City. 


Robert  Hayes,  M.D.,  Wall,  spoke 
at  the  Special  Trauma  Teaching 
Day  in  Binghamton,  New  York, 
and  described  the  development  of 
the  statewide  Emergency  Medical 
Service  system  in  South  Dakota. 

5}C  5}C  5?C 

R.  E.  Van  Demark,  M.D.,  Sioux 
Falls,  recently  received  his  third 
Physician’s  Recognition  Award 
for  continuing  medical  education. 
His  previous  awards  were  re- 
ceived in  1969  and  1972. 

% 

The  election  of  Charles  R.  Turn- 
er, M.D.,  Vermillion,  to  the 
Board  of  Directors  of  the  Amer- 
ican Cancer  Society,  South  Da- 
kota Division,  has  been  an- 
nounced by  B.  J.  Williams,  M.D., 
Division  President. 

5fc 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


R.  R.  Lawrence,  M.D.,  Mo- 

bridge,  was  among  1,802  initiates 
worldwide  who  became  Fellows 
of  the  American  College  of  Sur- 
geons during  recent  convocation 
ceremonies  held  in  San  Fran- 
cisco. 

:■«  :*<  ^ 


W.  E.  Donahoe,  M.D.,  Sioux 
Falls  pediatrician,  died  at  age 
89  following  a lingering  ill- 
ness. Dr.  Donahoe  first  began 
practice  in  Sioux  Falls  in  1 
1913.  He  served  as  City 
Health  Officer  from  1925  to 
1936,  school  physician  from 
1920  to  1936,  superintendent 
of  the  Minnehaha  County 
Board  of  Health  from  1936  to 
1940.  He  was  a past  president 
of  the  South  Dakota  Health 
Officer’s  Association,  the 
Northwest  Pediatric  Society, 
the  Seventh  District  Medical 
Society  and  the  Sioux  Valley 
Medical  Society  and  a past 
chairman  of  the  Council  of  the  j 
South  Dakota  State  Medical 
Association.  In  1957  he  re- 
ceived the  SDSMA’s  Distin- 
guished Service  Award,  and 
he  also  was  the  recipient  of  the 
USD  School  of  Medicine’s 
Distinguished  Service  Award. 

He  was  an  honorary  member 
of  the  Sioux  Falls  District, 
South  Dakota  State  and  Ameri- 
can Medical  Associations.  Dr. 
Donahoe  is  survived  by  his 
widow,  two  daughters,  Mrs. 
Jerald  B.  Davis,  Sioux  Falls, 
and  Virginia,  Minneapolis; 
one  sister,  three  brothers  and 
four  grandchildren. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


respond  to  one 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Valium® 

(diazepam)  ^ 

2-rng,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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SOUTH  DA  KOTA 


CONCEPTS  IN  PERINATOLOGY 
Some  Practical  Points 


Perinatology  is  a rapidly  growing  area  of  medical  knowl- 
edge that  involves  the  combined  efforts  of  the  Family 
Practitioner,  Obstetrician  and  Pediatrician  in  the  care  of 
the  gravid  mother,  and  later  her  infant.  In  1972,  Sioux 
Valley  Hospital  in  Sioux  Falls  began  a Regional  In- 
tensive Care  Nursery  (RICN)  to  provide  needed  facilities 
to  treat  sick  neonates  in  the  eastern  part  of  South  Dakota, 
northwestern  Iowa,  and  southwestern  Minnesota.  Utilizing 
the  foundation  built  by  the  RICN  in  Sioux  Falls,  the 
State  Department  of  Health  in  1974  established  the  State- 
wide Perinatal  Program.  The  Program  was  based  at  Sioux 
Valley  Hospital.  This  program’s  goal  was  to  assist  physi- 
cians, nurses,  and  hospitals  in  improving  perinatal  care. 
The  following  case  and  discussion  is  presented  in  an 
effort  to  increase  the  knowledge  about  this  program  and  to 
review  some  current  trends  in  maternal-infant  care. 

CASE 

A 24  y/o  G1PO  ABO,  O negative  mother  entered 
a community  hospital  with  ruptured  membranes  at 
32  weeks  gestation.  She  was  not  in  labor.  Until  now, 
the  only  complication  had  been  some  first  trimester 
bleeding.  Mother  was  taking  no  medications  other 
than  prenatal  vitamins.  On  admission,  she  was 
afebrile  with  a long,  closed  cervix.  Six  hours  after 
admission,  she  continued  to  leak  fluid.  At  eight 
hours  she  went  into  spontaneous  labor.  Throughout 
the  labor,  fetal  heart  tones  were  monitored  intermit- 
tently without  abnormalities  being  heard.  A 3 lb. 
0 oz.  (1361  gm)  female  infant  was  born  pale  and 
limp.  No  Apgar  scores  were  recorded.  On  admis- 
sion to  the  nursery,  the  infant’s  rectal  temperature 
was  95.6  F,  and  it  was  dusky.  The  infant  was  placed 
in  40%  O2  resulting  in  some  improvement  in  color. 
Grunty  respirations  with  retractions  began  soon  after 
birth.  At  8-10  hours  of  life,  the  infant  was  dusky  and 
still  in  40%  02. 

A consult  to  the  Regional  Intensive  Care  Nurs- 
ery in  Sioux  Falls  resulted  in  a nurse-phvsician  team 
being  sent  to  the  community  hospital  to  transport 
the  infant  to  the  RICN.  Prior  to  transport,  the  infant 
was  warmed,  blood  glucose  was  stabilized,  an  IV 
was  started,  and  the  infant  placed  on  Continuous 
Positive  Air  Pressure  (CPAP)  after  an  x-ray  re- 
vealed Idiopathic  Respiratory  Distress  Svndrome 
(IRDS). 

The  condition  of  the  child  was  discussed  with  the 
parents  and  an  opportunity  was  given  for  the  parents 
to  touch  the  child.  The  infant  was  then  brought  to 
the  Regional  Intensive  Care  Nursery.  The  neonate 


* Former  Director,  South  Dakota  Perinatal  Program.  Sioux 
Valley  Hospital,  1100  S.  Euclid  Avenue,  Sioux  Falls. 
SD  57105.  Currently  Director  of  Perinatology,  Naval 
Regional  Medical  Center,  San  Diego.  CA  92134. 


by 

David  H.  Wells,  M.D.* 


spent  four  days  on  a respirator  and  an  additional 
five  days  on  CPAP.  Feedings  were  begun  shortly 
after  admission  via  an  NJ  tube.  After  40  days  in  the 
RICN,  the  infant  was  discharged  home  to  her  parents 
in  good  condition. 

DISCUSSION 

The  outcome  of  this  infant  appears  to  have  been 
good.  Follow-up  exams  will  tell  us  for  sure.  Even 
though  this  child  lived,  the  outcome  could  have  been 
just  the  opposite.  A number  of  important  features 
can  be  learned  from  this  case. 

At  1 2 hours  of  age  the  infant  was  transported  to 
the  Regional  Intensive  Care  Nursery.  Although  this 
was  accomplished  without  apparent  complications 
by  the  nurse-physician  team,  it  is  apparent  from  the 
history  that  a better  method  was  available;  that  is, 
move  the  mother.  The  uterus  is  the  best  transport 
isolette  available.  Upon  anticipation  of  a high  risk 
delivery  in  a hospital  that  is  not  equipped  to  handle 
complex  neonatal  care,  transport  of  the  mother  to 
deliver  in  a Regional  Center  is  desirable.  This 
avoids  delay  in  treatment  of  the  infant  which  has 
been  shown  to  make  a difference  in  survival.1  Also, 
it  avoids  the  hazardous  transport  of  a critically  ill 
neonate.2  Mothers  could  be  moved  either  by 
ground  or  air  from  the  community  hospital.  Trans- 
portation could  be  arranged  through  the  Regional 
ICN  at  Sioux  Valley  Hospital. 

An  adequate  record  of  early  observation  of  the 
neonate  was  lacking.  Apgar  scoring  has  been  shown 
to  be  of  value  when  done  at  one  and  five  minutes 
of  age.2  Not  only  will  it  give  an  indication  of  the 
condition  of  the  infant  immediately  after  birth,4 
but  the  five  minute  Apgar  score  correlates  with 
many  neonatal  and  early  childhood  problems.3 

Fetal  heart  rate  monitoring  has  proven  to  be  a 
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valuable  tool  in  detection  of  fetal  distress.  However, 
intermittent  monitoring  has  been  shown  to  be  in- 
adequate in  detecting  early  fetal  distress.  Details  of 
fetal  heart  rate  abnormalities  and  their  significance 
have  been  discussed  elsewhere.5’6  Had  a Doptone 
or  continuous  fetal  heart  monitor  been  applied  in 
this  case,  abnormalities  in  fetal  heart  rate  may  have 
been  noted  and  measures  taken  to  assure  fetal  well 
being  and  adequate  neonatal  resuscitation. 

Hypothermia  (rectal  temperature  less  than 
98.5  F)  experienced  by  this  infant  is  detrimental  to 
any  infant.  Hypothermia  has  profound  effects  on 
survival,7  pH,8  glucose  homeostasis,9  and  Res- 
piratory Distress  Syndrome.10  In  prematures,  heat 
loss  is  greater  than  term  infants — especially  in  a cool 
delivery  room.  Proper  attention  to  immediate  drying 
of  the  infant  and  wrapping  in  a dry,  warm  blanket 
will  help  reduce  heat  loss.  The  presence  of  an 
overhead  radiant  heater  in  the  delivery  room  will 
also  decrease  heat  loss  but  should  not  be  a sub- 
stitute for  immediate  drying.  If  the  infant  needs 
resuscitation,  an  overhead  radiant  heater  will  help 
stabilize  the  infant’s  temperature  but  small  infants 
will  still  lose  heat  in  the  delivery  room  under  these 
warmers.  Therefore,  early  transport  of  the  infant  to 
a warm  nursery  is  mandatory. 

Correction  of  hypothermia  is  important.  The  most 
physiologic  way  to  warm  an  infant  is  by  keeping  the 
environmental  temperature  1.5-2°F  higher  than  the 
infant’s  skin  temperature  until  the  infant  is  warm.14 
However,  most  infants  can  be  warmed  as  rapidly  as 
possible  without  ill  effects.  Turning  the  isolette  tem- 
perature up  all  the  way  (100  F)  and  placing  two 
goose  neck  lamps  with  100  watt  bulbs  within  6"  of 
the  plexiglass  will  warm  an  infant  within  an  hour  or 
two.  The  use  of  cold,  dry  oxygen  is  discouraged 
because  of  the  cooling  effect  on  the  infant  and  drying 
of  the  mucous  membranes. 

Oxygen  (02)  is  often  misused  on  newborns.11 
Because  of  the  concern  over  Retrolental  Fibroplasia 
(RLF),  many  physicians  will  not  give  over  40% 
02,  regardless  of  the  infant’s  condition  and  color. 

1 he  arterial  p02  is  the  most  important  factor  in 
the  development  of  RLF.  Skin  color  is  inadequate 
to  judge  oxygenation  of  the  infant.12  Therefore, 
frequent  blood  gases  (sometimes  as  frequently  as 
every  half  hour)  are  needed  on  infants  in  02.  If  a 
hospital  does  not  have  blood  gas  capability,  an  in- 
fant in  02  should  be  transported  to  a Regional 
ICN  where  gases  can  be  done.  Despite  poor  correla- 
tion between  skin  color  and  p02,  if  gases  aren’t 
available,  the  infant  should  be  placed  in  enough 

02  to  stay  “pink”  while  awaiting  transport.  Finally, 
02  concentration  in  the  isolette,  not  liter  flow, 


should  be  recorded  frequently  on  all  infants  in  02. 

Glucose  homeostasis  is  another  important  area 
frequently  neglected  in  the  sick  neonate.9'13  Small 
infants  have  little  glucose  reserves  and  can  rapidly 
(within  an  hour  or  two)  become  hypoglycemic  with 
or  without  symptoms.  Every  sick  neonate  should 
have  a source  of  glucose.  Most  of  the  time,  this  is 
intravenous.  During  the  first  day  of  life,  glucose 
water,  10%,  can  be  given  by  scalp  vein  or  umbilical 
vein  at  70-80  cc/kg/hr  with  frequent  monitoring  of 
blood  glucose  by  Dextrostix.  If  an  infant  needs  to 
be  transported  and  there  is  a need  for  fluids,  placing 
an  umbilical  vein  catheter  is  easy  and  offers  an 
immediate  route  for  intravenous  fluids  if  a scalp 
vein  cannot  be  started. 

The  call  to  the  Regional  Intensive  Care  Nursery 
in  Sioux  Falls,  in  this  case,  was  surely  appropriate 
but  unduely  delayed.  Early  and  adequate  care  of 
sick  prematures  does  make  a difference  in  morbidity 
and  mortality.1  Much  of  the  stabilization  as  far  as 
temperature,  glucose  and  02  can  be  done  properly 
in  a small  hospital  while  awaiting  a transport  team. 
The  delivery  of  high  risk  mothers  in  small  hospitals 
that  are  ill-equipped  for  handling  neonatal  and  ma- 
ternal emergencies  leaves  much  to  be  desired.  How- 
ever, on  the  occasions  where  mother  can’t  be  moved 
safely  (not  the  case  here),  then  the  basics  of  re- 
suscitation and  stabilization  of  the  newborn  should 
be  known.  In  addition,  an  immediate  call  to  the 
Regional  ICN,  when  a high  risk  infant  is  present, 
will  do  much  to  reduce  our  statewide  mortality  and 
morbidity. 

Not  all  aspects  of  neonatal  resuscitation  and  sta- 
bilization are  covered  here.  We  hope  this  case  history 
and  discussion  will  point  out  the  importance  of 
early  recognition  of  high  risk  mothers  and  infants, 
early  referral  to  the  Regional  Intensive  Care  Nurs- 
ery, and  early  stabilization  of  temperature,  02,  and 
glucose  in  sick  infants.  The  Statewide  Perinatal  Pro- 
gram and  the  Regional  Intensive  Care  Nursery  in 
Sioux  Falls  offer  to  all  hospitals  in  South  Dakota 
continuing  education  programs  and  consultation  on 
any  perinatal  problem.  Consultations  are  obtained  by 
calling  the  Regional  ICN  in  Sioux  Valley  Hospital. 
A twenty-four  hour  a day,  seven  day  a week,  neo- 
natal transport  service  is  operated  through  the  Re- 
gional ICN  and  is  available  to  any  hospital  and 
physician  in  South  Dakota.  The  goal  of  the  Perinatal 
Program  and  the  Regional  Intensive  Care  Nursery 
is  to  improve  maternal  and  infant  care  within  South 
Dakota  and  the  surrounding  region.  Through  the 
improvement  of  care,  there  will  be  a reduction  in 
morbidity  and  mortality.  We  hope  physicians,  nurses, 
and  hospitals  will  avail  themselves  to  our  services. 
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FROM  THE  MEDICAL  SCHOOL  NOTEBOOK 

OF 

C.  P.  VINCENT,  M.D. 

College  of  Physicians  and  Surgeons 
Keokuk,  Iowa 
1875-1876 

Contributed  by:  John  N.  Vincent 
Webster,  SD 

SIMPLE  CROUP 

Begin  treatment  with  saline  purgative  and 
Emetios — give  Ipecac  and  pulv.  alum,  aa  Vi  tea- 
spoonful in  sirup.  Repeat  it  in  10  minutes  if  vomiting 
does  not  occur.  Pedilavia  of  mustard  and  tepid 
water-Nitrate  of  Patassa,  Inhalation  of  steam — X to 
XX  gtt.  of  Paregoric  or  3 to  4 gtt.  of  Laud.  Put 
patient  into  hot  water. 

MEMBRANOUS  CROUP 
To  dissolve  membrane.  Give  from  3 to  5 gr  of 
Salicylic  acid  every  two  hours.  Warrented  by  carp. 
Also  Bromine  and  Bromide  of  Potassium. 


LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

SCREENING  THYROID  FUNCTION  TESTS 

Measurement  of  the  level  of  tetraiodothyronine 
(T4)  is  an  excellent  screening  test  for  thyroid  func- 
tion. A protein  bound  iodine  (PBI)  is  an  indirect 
measure  of  the  T4.  Because  of  the  frequency  of 
exogenous  iodine  interference  in  the  PBI,  the  T4 
by  radioimmunoassay  has  now  become  the  most 
popular  measurement  of  the  level  of  thyroid  hor- 
mone. Unfortunately,  elevations  and  depressions  of 
the  T4  level  may  occur  secondary  to  alterations  of 
the  thyroid  binding  globulin  in  the  serum.  These 
alterations  are  independent  of  the  patient’s  thyroid 
function  status.  Common  causes  of  elevation  of  the 
T4  are  the  use  of  estrogen  preparations,  oral  con- 
traceptive pills,  and  pregnancy.  Common  causes  of 
depression  of  the  T4  are  any  state  causing  hy- 
poproteinemia,  androgens  or  certain  drugs,  e.g. 
Dilantin.  The  determination  of  the  T4,  therefore,  is 
often  combined  with  the  determination  of  the  Tri- 
iodothyronine resin  uptake  (T-3  resin  uptake).  The 
T3  uptake  test  is  an  indirect  measurement  of  the 
amount  of  unbound  thyroid  binding  globulin.  With 
the  two  values  of  the  T4  and  the  T3  uptake,  one  can 
often  determine  whether  the  alteration  in  either  test 
is  due  to  an  abnormality  of  the  thyroid  binding  pro- 
tein or  of  true  thyroid  function.  In  the  former  in- 
stance where  there  is  an  abnormality  of  thyroid 
binding  protein,  one  test  will  show  a false  elevation 
while  the  other  test  will  show  false  depression.  How- 
ever, in  the  case  of  hyperthyroidism  both  tests  are 
elevated  and  in  the  case  of  hypothyroidism  both  tests 
are  depressed.  The  preceeding  data  have  often  been 
combined  in  a product  of  the  T4  and  the  T3  uptake 
called  the  T7.  Therefore,  the  use  of  the  T4  and  T3 
combination  with  the  calculation  of  T7  is  a good 
method  of  screening  for  thyroid  function. 

For  some  years  we  have  used  a test  called  the 
Effective  Thyroxine  Ratio  (ETR)  which  is  a cor- 
rected T4.  Basically,  this  test  serves  the  same  screen- 
ing function  as  the  T4  and  T3  uptake.  Its  major 
advantage  is  that  only  a single  test  has  to  be  per- 
formed instead  of  two  tests.  The  actual  determina- 
tion is  done  similar  to  the  T4  by  radioimmunoassay 
but  the  correction  for  abnormal  thyroid  binding 
globulin  is  accomplished  by  addition  of  the  patient’s 
serum  into  the  test.  The  ETR  is  an  effective  al- 
ternate to  the  T4  and  T3  uptake  combination  for  the 
screening  of  thyroid  function. 

John  F.  Barlow,  M.D. 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Continuing  Education — The  South  Dakota  Academy 
of  Family  Physicians  is  going  to  have  to  get  involved 
in  determining  what  methods  will  be  used  for  medi- 
cal relicensure  in  the  state  of  South  Dakota  in  the 
future.  Physicians  will  have  to  assure  the  people 
of  the  state  of  South  Dakota  that  the  doctors  are 
keeping  up  on  their  medical  competence.  This 
means  that  an  evaluation  system  is  going  to  have 
to  be  developed  and  this  system  must  have  some 
policing  powers  in  order  to  insure  the  good  practice 
of  medicine.  The  American  Academy  of  Family 
Physicians  has  led  the  way  with  this  in  past  years 
by  demanding  recertification  every  seven  years  to 
remain  a diplomat  in  the  American  Board  of  Family 
Practice.  The  Academy  of  Family  Physicians  has 
always  strongly  urged  continuing  education  and  has 
had  it  as  a mandatory  part  of  membership  for  many 
years.  It  will  probably  come  to  pass  in  the  future 
that  showing  evidence  of  continuing  education  will 
be  mandatory  for  being  a member  in  the  South 
Dakota  State  Medical  Association  and  also  for  con- 
tinuing licensure  to  practice  medicine  in  the  state 
of  South  Dakota. 

James  E.  Ryan,  M.  D. 

Vice  President,  SDAFP 


Computer  Study  Hours — You  have  recently  re- 
ceived information  from  AAFP  relative  to  using 
computer  cards  to  report  1976  hours.  This  is  the 
second  year  of  this  two  year  study  project,  which 
may  become  an  Academy  standard  procedure. 
When  all  else  fails — send  your  questions  or  cards 
to  the  state  office. 


Physician  Extender  Program  in  South  Dakota — The 

Board  of  Directors  has  requested  Herb  Saloum, 
M.  D.,  Chairman  of  the  SDAFP  Health  Care  Serv- 
ices Committee,  to  prepare  data  and  present  a semi- 
nar on  this  confusing  medical  education/service 
project  to  members  during  the  SDAFP  Luncheon 
to  be  held  during  the  SDSMA  Convention  in  Rapid 
City  on  Saturday,  June  12.  If  you  have  input,  please 
contact  Herb  at  The  Tyndall  Clinic,  Tyndall,  SD 
57066.  Watch  your  SDSMA  meeting  brochure  for 
time  and  place  of  this  meeting.  Two  prescribed 
hours. 


Pride  in  Family  Practice — The  main  objective  of 
the  “Pride  in  Family  Practice”  project  is  to  pique 
individual  chapter  member’s  awareness  of  the  value 
of  communicating  with  their  most  immediate 
“public” — their  patients.  We  want  to  emphasize  to 
them  the  benefits  derived  from  increasing  patient 
understanding  of  the  role  of  the  family  physician, 
as  well  as  the  patient’s  role  in  his  own  preventive 
health  care.  To  accomplish  this  objective,  AAFP 
wants  to  acquaint  each  member  with  the  tools 
available  to  aid  in  communication,  and  offers  for 
sale  the  “Pride  in  Family  Practice”  kit  for  $5.00. 
Please  order  yours  from: 

Charlotte  Krebs,  Manager 

Public  Relations  Services  Department 

AAFP 

1740  West  92nd  Street 
Kansas  City,  MO  64114 

Ray  Nemer,  M.  D.,  Gregory,  SD,  Chairman  of  the 
SDAFP  Public  Relations  Committee  has  the  latest 
information  on  this  project,  and  will  present  further 
information  at  the  Black  Hills  Seminar  in  August. 
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I recently  returned  from  the  AMA  Leadership  Conference  in  Chicago  where  a great  deal  of  time  was 
spent  on  the  subject  of  continuing  medical  education.  As  most  of  you  know  by  now,  we  have  been  ap- 
proved by  the  Council  on  Medical  Education  of  the  American  Medical  Association  for  accreditation  of 
organizations  or  institutions  sponsoring  interstate  continuing  medical  education  programs.  We  have  become 
the  49th  state  to  receive  such  accreditation.  This  means  that  it  will  now  be  possible  for  our  Continuing 
Medical  Education  Committee  in  the  very  near  future  to  award  category  hours  for  programs  that  are  con- 
ducted within  the  state  of  South  Dakota.  This  will  begin  with  established  programs  at  Sioux  Valley  and  Mc- 
Lennan Hospitals,  some  in  Rapid  City,  and  rapidly  expand  from  that  point  to  include  a multitude  of  other 
programs  and  means  of  obtaining  continuing  medical  education  credits.  As  you  also  are  aware,  the  House 
of  Delegates  will  have  a resolution  requesting  that  150  hours  of  CME  every  three  years  be  a requirement 
for  membership  in  the  South  Dakota  State  Medical  Association.  If  this  is  passed,  we  will  become  the  15th 
state  to  require  continuing  medical  education  as  a condition  for  membership.  There  are  nine  states  who 
have  given  to  the  State  Board  of  Medical  Examiners  the  authority  to  require  evidence  of  CME  as  a condition 
for  re-registration  of  the  license  to  practice  medicine.  These  include  Illinois,  Kansas,  Kentucky,  Michigan, 
New  Mexico,  Ohio,  Washington,  and  Wisconsin. 

California  has  gone  beyond  this  in  requiring  evidence  of  competency  for  relicensure.  It  becomes  a matter 
of  our  developing  CME  for  ourselves  and  policing  our  own  CME  area,  or  indeed  and  in  fact,  it  will  become  a 
privilege  which  will  be  granted  to  some  governmental  agency  other  than  ourselves.  Since  T feel  physicians 
are  best  qualified  to  judge  CME,  I therefore  strongly  feel  that  this  responsibility  must  stay  within  the  Medical 
Association.  There  is  at  least  one  state  which  is  currently  considering  requiring  retesting  for  relicensure  on  a 
periodic  basis  of  every  three  to  five  years. 

I he  Continuing  Medical  Education  Committee  for  the  South  Dakota  Medical  Association  is  chaired  by 
Dr.  Gene  Koob  and  I am  sure  that  he  or  any  of  the  members  of  his  Committee  or  myself,  or  Dr.  James  Lar- 
son, Chairman  of  the  Scientific  Commission,  will  appreciate  any  of  your  thoughts,  comments  or  suggestions 
at  any  time.  This  is  an  area  in  which  we  must  begin  to  function  effectively  if  we  are  to  maintain  control  of 
this  aspect  of  our  future  professional  life.  Tt  is  in  this  vein  that  I encourage  all  of  you  to  participate  to  the 
I idlest  degree  with  your  comments,  your  suggestions,  and  certainly  your  cooperation  in  the  field  of  endeavor 
that  we  are  embarking  on  in  continuing  medical  education. 

Sincerely, 
Gerald  E.  Tracy  M D 
President 

South  Dakota  State  Medical  Association 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


SEVENTY-THREE  YEAR  OTD  CAUCASIAN  MATE  WITH 
A RENAT  MASS  OF  SEVERAT  YEARS  DURATION 

Allan  J.  Hartzell,  M.D.,  FACU* ** ***  John  F.  Barlow,  M.D.,  FCAP  :* 

U rologist-Discusser  Pathologist-Editor 


DR.  HARTZELL:  We  are  going  to  reverse  the 
usual  procedure  of  a clinical  pathological  conference 
by  presenting  the  case  last.  Today  we  would  like  to 
discuss  the  evaluation  of  renal  masses.  This  has  been 
a significant  problem  since  the  introduction  of  in- 
travenous urography  and  its  increased  use  in  diag- 
nostic studies.  When  a renal  mass  is  found,  it  must 
be  determined  with  certainty  whether  the  mass  is  a 
developmental  abnormality  or  renal  cell  carcinoma. 
There  have  been  many  techniques  including  neph- 
rotomography, angiography  and  ultrasonography 
which  have  been  developed.  These  studies  are  help- 
ful in  determining  whether  or  not  surgical  explora- 
tion is  necessary.  However,  a small  percentage  of 
renal  neoplasms  mimic  a benign  disease  and  when  a 
reasonable  doubt  exists  in  a patient  who  is  a good 
surgical  risk,  1 will  tend  to  explore  early.  The  case 
today  will  point  out  that  even  this  form  of  treat- 
ment has  its  pitfalls  in  diagnosis. 

Many  patients  with  renal  masses  have  no  symp- 
toms of  their  kidney  disease  at  all.  For  discussion, 
let  us  assume  an  intravenous  pyelogram  was  per- 
formed and  we  have  the  problem  of  an  asymptomatic 
renal  mass.  We  are  then  presented  with  the  dif- 
ficulty of  making  a differentiation  as  to  whether 
the  renal  mass  is  malignant  or  benign.  I am  going  to 
ask  Dr.  Wierda  to  discuss  the  differentiation  of  renal 
masses  from  the  radiologist’s  viewpoint. 

***DR.  DARYL  WIERDA:  I have  developed  a 
schematic  for  the  evaluation  of  a renal  mass. 


* Urologist,  Sioux  Valley  Hospital;  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 

**  Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Med- 
icine, University  of  South  Dakota. 

***Radiologist,  Sioux  Valley  Hospital;  Clinical  Faculty, 
School  of  Medicine.  University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of  Health, 
U.S.  Public  Health  Service. 


ROENTGENOLOGIC  EVALUATION  OF  A 
RENAL  MASS 
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In  this  schematic  you  will  note  that  the  first  step  is 
an  excretory  urogram  or  intravenous  pyelogram. 
This  procedure  is  either  followed  by  nephrotomog- 
raphy or  nephrotomography  is  performed  at  the 
time  of  the  initial  excretory  urogram.  There  has 
been  much  controversy  regarding  the  value  of 
nephrotomography  (multiple  radiograph  levels 
through  the  renal  lesion)  in  the  differentiation  be- 
tween a simple  cyst  and  malignant  tumors  of  the 
kidney.  A number  of  features  have  been  described. 
These  include  the  beak  or  claw  sign.  The  claw  or 
beak  sign  is  produced  at  the  renal  margin  where  the 
mass  compresses  the  surrounding  normal  renal 
parenchyma.  Another  is  comparing  the  density  of 
the  mass  to  the  surrounding  normal  renal  parenchy- 
ma. The  presence  of  a claw  sign  and  diminished 
density  were  felt  to  be  features  of  a benign  simple 
cyst.  Unfortunately,  as  larger  series  have  been  de- 
veloped, both  of  these  signs  have  been  found  in 
renal  cell  carcinomas  in  a significant  number  of 
cases.  Therefore,  there  is  no  radiographic  feature  of 
nephrotomography  that  is  of  sufficient  diagnostic 
accuracy  to  differentiate  between  a benign  simple 
cyst  and  a renal  cell  carcinoma. 

The  value  of  the  nephrotomogram  is  to  more 
clearly  define  the  kidney.  When  there  is  gas  or  fecal 
material  obscuring  the  renal  contour  and/or  collect- 
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ing  system,  it  is  useful.  If  there  is  merely  calyceal  or 
infundibular  distortion,  it  is  useful  to  more  clearly 
delineate  the  kidney.  Nephrotomography  is  an  accu- 
rate tool  for  detecting  the  presence  of  a renal  mass 
and  several  studies  in  which  it  was  routinely  used  in 
all  excretory  urograms  showed  the  additional  detec- 
tion of  renal  masses  in  5 to  10  percent  of  cases.  In 
summary  then,  the  nephrotomogram  is  a valuable 
and  accurate  means  of  detecting  renal  masses;  it  is 
not  accurate  in  differentiating  between  simple  renal 
cyst  and  renal  cell  carcinoma. 

The  next  modality  employed  is  renal  ultrasound 
which  will  determine  whether  the  mass  is  cystic  or 
solid.  This  again  is  not  a definitive  diagnostic  test  as 
to  whether  the  renal  lesion  is  benign  or  malignant. 
It  points  you  in  the  direction  of  your  next  diagnostic 
step.  In  the  case  of  a cystic  mass,  the  next  procedure 
is  cyst  puncture  with  or  without  opacification  of  the 
cyst  and  fluid  analysis.  If  ultrasound  study  reveals 
a solid  mass,  that  is — one  with  internal  echos,  the 
next  procedure  is  renal  angiography. 

*DR.  R.  A.  JONGEWAARD:  Why  do  you  not 
skip  the  nephrotomography  and  go  immediately  to 
ultrasound? 

DR.  WIERDA:  You  can,  but  often  the  findings  on 
the  excretory  urogram  are  simply  suggestive  of  a 
mass.  An  example  would  be  a displaced  calyx  or 
an  infundibulum  that  is  stretched.  These  signs  simply 
suggest  the  presence  of  a mass  and  you  confirm  the 
mass  with  nephrotomography.  In  some  cases,  where 
there  is  a large  mass  and  there  is  no  question  of  its 
presence,  you  may  go  directly  to  the  renal  ultra- 
sound studies. 

DR.  HARTZELL:  On  a number  of  occasions,  the 
radiologist  may  suggest  the  possibility  of  a mass  and 
then  suggest  a nephrotomography.  Why  does  not  the 
radiologist  just  go  on  and  do  the  nephrotomography 
instead  of  having  the  patient  come  back  at  a later 
time? 

DR.  WIERDA:  There  have  been  studies  where 
routine  nephrotomography  is  performed  at  the  time 
of  the  initial  excretory  urography.  One  study  at  the 
Mayo  Clinic  showed  that  there  have  been  renal 
masses  detected  in  5 percent  of  cases  which  would 
had  been  done.  I think  radiologists  are  going  to 
perform  more  and  more  routine  nephrotomography 
saving  some  patients  additional  hospitalization  and 
an  additional  contrast  injection. 

I am  going  to  illustrate  a few  cases.  In  this  first 
case,  there  is  marked  inferior  and  superior  displace- 
ment of  the  calyces  by  mass  in  the  mid  portion  of 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 


the  left  kidney  (Fig.  1).  The  nephrotomogram  in 
this  case  did  reveal  additional  information  in  that 
there  was  calcification  within  the  mass.  It  also  con- 
firmed the  presence  of  a mass  and  displacement  of 
the  calyces.  The  ultrasound  in  this  patient  demon- 
strated that  there  were  internal  echos,  suggesting 
that  the  mass  is  more  than  just  a fluid  filled  cyst. 
The  longitudinal  markings  on  the  film  enable  you  to 
measure  the  size  of  the  mass  because  there  is  1 cm. 
between  each  marking  (Fig.  2). 


Figure  1 


Marked  displacement  of  calyces  on  left  as  compared  to 
right  by  mass. 


Figure  2 


Arrow  points  to  area  of  mass  (light  space)  with  internal 
echoes  (dark  areas  inside  light  space). 
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of  the  contrast  material  and  aneurysm  formation  in 
the  tumor  vessels.  (Fig.  3).  Nephrectomy  revealed 
a hypernephroma. 

The  next  case  illustrates  a man  with  a large 
palpable  mass  in  the  right  flank  and  excretory 
urography  confirmed  a right  renal  location  (Fig.  4). 
The  ultrasound  study  reveals  a huge  cyst  in  the 
right  kidney  (Fig.  5),  but  also  demonstrated  a cyst 
on  the  opposite  side.  (Fig.  6).  The  larger  cyst  was 
punctured  and  opacified  and  the  cyst  fluid  analyzed. 
There  was  a benign  simple  cyst  (Fig.  7). 


Figure  5 

Huge  cyst  with  no  internal  echoes. 


Figure  6 

Small  cyst  (clear  space  by  arrow)  in  opposite  kidney. 


Figure  4 

Excretory  urogram  with  abnormality  on  right. 


Figure  3 

' ascular  mass  at  lower  pole  of  kidney  on  angiogram 
representing  renal  cell  carcinoma. 


Because  of  the  internal  echos  indicating  a solid 
mass,  angiography  was  done.  Selective  angiography 
shows  that  there  is  no  question  that  there  is  a 
vascular  mass  consistent  with  a renal  cell  carcinoma 
present.  There  is  neovascularity,  pooling  and  laking 
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Figure  7 

Opacified  mass  after  cyst  puncture  and  injection  of  contrast 
medium. 

*DR.  HOWARD  HOODY:  What  are  the  chances 
of  you  being  able  to  teli  a benign  renal  cyst  from  a 
hypernephroma  by  the  ultrasound  study? 

DR.  WIERDA:  You  cannot.  You  can  only  tell 
whether  the  mass  is  cystic  or  solid  and  whether 
cyst  puncture  or  angiography  should  be  performed 
as  the  next  diagnostic  step. 

DR.  HOODY:  And  if  there  are  no  internal  echos, 
do  you  go  to  cyst  puncture? 

DR.  WIERDA:  Yes.  The  ultrasound  is  not  the 
definitive  diagnostic  tool  in  renal  masses,  it  can 
only  tell  you  in  the  kidney  whether  the  mass  is 
cystic  or  solid.  The  workup  would  not  be  complete 
at  this  point.  You  should  go  on  to  cyst  puncture  with 
analysis  of  the  cyst  fluid.  The  cyst  puncture  is  the 
definitive  diagnostic  test.  If  the  lesion  were  solid,  an 
angiogram  would  be  the  definitive  diagnostic  test. 
**DR.  BRUCE  VOGT:  Has  anybody  used  the 
ultrasound  as  a method  of  primary  detection  of 
renal  masses? 

DR.  WIERDA:  Not  that  1 know  of.  The  excretory 
urogram  and  nephrotomogram  are  probably  much 
more  effective  in  the  primary  detection  of  renal 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 

**  Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 

*** Urologist,  Sioux  Valley  Hospital;  Clinical  Faculty,  School 
of  Medicine,  University  of  South  Dakota, 
t Resident  in  Family  and  Community  Medicine,  Sioux 
Falls.  SD. 


masses.  The  ultrasonic  study  is  a very  desirable 
modality  when  you  know  a renal  mass  is  present,  but 
1 think  as  a primary  detection  tool,  it  will  not  be  use- 
ful. 

DR.  HARTZELL:  With  all  the  present  methods  of 
diagnosis,  what  do  you  think  the  percentage  of  ac- 
curacy is  in  the  differentiation  of  a cystic  from  a 
solid  mass? 

DR.  WIERDA:  Just  using  statistics  alone  one  would 
be  right  95  percent  of  the  time  in  calling  all  renal 
masses  simple  cysts.  Therefore,  we  are  talking  about 
increasing  our  accuracy  above  this  95  percent  level. 
Each  diagnostic  test  will  gain  you  about  1 percent 
toward  the  correct  diagnosis.  I think  we  are  getting 
toward  the  98  to  99  percent  range,  but  nobody  is 
100  percent  accurate. 

DR.  HARTZELL:  One  of  the  procedures  which 
Dr.  Wierda  said  was  very  helpful  was  a cyst  puncture 
and  I would  like  to  have  Dr.  Hoskins  comment  about 
the  procedure  of  cyst  puncture. 

***DR.  JOHN  HOSKINS:  The  last  patient  discussed 
by  Dr.  Wierda  had  a cyst  containing  1500  cc’s  of 
fluid  and  it  was  a benign  cyst.  It  was  explored  be- 
cause this  was  so  large  that  it  was  symptomatic  in 
that  patient.  This  is  unusual.  (Fig.  7). 
tDR.  DAN  MORTON:  What  is  the  recurrence 
rate  if  you  just  aspirate  this  cyst  without  surgical 
exploration? 

DR.  HOSKINS:  It  is  close  to  100  percent  recur- 
rence rate.  You  have  to  unroof  the  cyst  at  its 
junction  with  the  kidney  at  surgery  and  obliterate  the 
cyst  lining.  When  we  perform  cyst  puncture,  we 
usually  do  it  in  the  Radiology  Department  with 
the  patient  on  his  abdomen  and  a bolster  placed 
beneath  him.  We  usually  take  an  initial  film  with  a 
marker  in  the  location  of  the  kidney  and  then  follow 
this  by  puncture  with  a 22  needle.  The  aspirated 
fluid  is  sent  to  the  pathologist  for  cytology  and  for 
blood  breakdown  products  such  as  bilirubin.  We  will 
then  inject  a radiocontrast  agent  or  may  inject  both 
air  and  a radiocontrast  agent  to  have  a double  con- 
trast. In  this  way  you  can  get  a pretty  good  idea  of 
the  internal  contour  of  the  cyst.  If  we  find  blood  or 
blood  breakdown  products  in  the  cyst,  you  cannot 
assume  that  it  is  a benign  cyst.  You  are  looking 
for  clear  fluid.  If  other  than  clear  fluid  is  obtained,  or 
there  is  a question  after  the  x-ray  of  the  injected 
cyst,  you  go  on  to  angiography  or  exploration.  We 
used  to  inject  pantopaque  into  the  cyst  because  this 
was  thought  to  cause  reaction  in  the  cyst  wall  and 
perhaps  produce  disappearance  of  the  cyst.  This 
can  cause  a problem  because  if  an  x-ray  of  the 
patient  is  taken  later,  you  see  the  remaining  con- 
trast material  with  a characteristic  halo  about  it.  It 
can  be  confused  with  calcification.  We  have  stopped 
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injection  of  pantopaque  because  it  has  been  found 
that  if  you  have  to  explore  these  patients  again,  there 
is  tremendous  reaction  about  the  kidney,  making 
exploration  difficult.  Occasionally  other  difficulties 
occur.  I did  a cyst  puncture  on  one  patient  and  got  a 
beautiful  outline  of  a gallbladder  with  multifaceted 
stones.  This  had  been  identified  as  a renal  mass  on 
nephrotomography. 

*DR.  WARREN  JONES:  Did  the  patient  get  a bile 
peritonitis? 

DR.  HOSKINS:  No,  fortunately.  But  it  was  rec- 
ommended that  her  gallbladder  be  removed  (laugh- 
ter). 

DR.  HARTZELL:  Thank  you  for  the  discussion  on 
the  evaluation  of  renal  masses.  There  are  still  prob- 
lems in  the  evaluation  of  renal  masses.  There  are 
times  when  some  of  these  techniques  are  varied  in 
patients,  or  when  they  do  not  give  us  a full  answer. 
Renal  angiography  is  a very  helpful  tool  to  us,  but 
there  is  a certain  morbidity  associated  with  this 
procedure.  Occasionally  you  may  be  dealing  with  a 
poor  risk  patient  to  begin  with  and  may  not  want  to 
perform  an  angiogram.  If  the  cyst  puncture  shows 
irregularity  in  outline  of  the  cyst  cavity,  you  might 
want  to  perform  an  angiogram  or  go  on  to  renal 
exploration.  However,  it  has  often  been  said  by  some 
urologists  that  the  only  method  which  is  100  percent 
certain  to  distinguish  between  benign  and  malignant 
neoplasm,  is  to  explore  the  kidney.  When  you  have 
the  kidney  in  your  hand  and  you  are  looking  at  the 
lesion,  you  can  be  certain.  With  all  of  these  remarks 
that  we  have  made  about  the  evaluation  of  renal 
masses,  I would  like  to  present  a case. 

CASE  NO.  M662707 

This  73-year-old  Caucasian  male  was  admitted  to  Sioux 
Valley  Hospital  for  evaluation  of  left  flank  pain.  Two 
years  previously  he  had  had  an  open  prostatectomy  and 
was  noted  to  have  a renal  mass.  Evaluation  at  this  time 
included  cyst  puncture  with  cytology  and  radiocontrast 
studies  demonstrating  a large  cyst  at  the  upper  pole  of  the 
left  kidney.  Preceding  this  admission  the  patient  had  no 
symptoms  of  urinary  tract  infection  but  had  developed 
progressive  pain  in  the  left  costovertebral  angle.  A recent 
intravenous  pyelogram  demonstrated  the  cyst  which  was 
somewhat  larger  in  diameter  than  previously  now  measur- 
ing 6-7  cms.  The  kidney  was  markedly  displaced  down- 
ward. 

The  patient  had  known  coronary  heart  disease  with 
documentation  by  electrocardiogram  of  an  old  posterior 
myocardial  infarction.  He  had  also  had  Stokes-Adams  dis- 
ease in  the  past  and  had  a pacemaker  in  place.  He  had 
had  several  inguinal  hernia  repairs  and  a past  history  of 
hypertension  treated  with  Reserpine.  The  patient  was  on 
digoxin,  quinidine,  and  chlorthiazide  at  the  time  of  ad- 
mission. 


* Specialist  in  Internal  Medicine,  Sioux  Valley  Hospital; 
Coordinator  of  Medicine  at  Sioux  Valley  Hospital  for 
School  of  Medicine.  University  of  South  Dakota. 


PHYSICAL  EXAMINATION:  Temperature  98  °F,  pulse 
68/minute  and  regular,  respirations  24/minute  and  regular, 
blood  pressure  128  systolic  and  79  diastolic.  There  were 
no  abnormalities  of  the  head  and  neck  and  the  carotid 
pulsations  were  2 + . The  patient  had  a pacemaker  in 
place  and  the  heart  had  a normal  sinus  rhythm  with  no 
definite  murmurs.  The  lungs  were  clear  to  auscultation  and 
percussion.  Examination  of  the  abdomen  revealed  no  ten- 
derness or  palpable  organs  or  masses.  Rectal  examination 
was  unremarkable.  Neurologic  examination  revealed  no 
abnormality. 

LABORATORY  DATA:  Urinalysis — yellow,  cloudy,  spe- 
cific gravity  1.012,  pH  6.0,  negative  for  protein,  glucose, 
ketone,  bile,  trace  hemoglobin:  sediment  15-20  white  cells/ 
high  power  field,  no  red  cells  and  a large  amount  of 
bacteria.  Hemoglobin  15.8  gms/di,  red  count  5.27  mil- 
lion/mni3,  hematocrit  47  vols/dl,  mean  corpuscular  hemo- 
globin 30  micromicrograms,  mean  corpuscular  volume  89 
cubic  micra,  mean  corpuscular  hemoglobin  concentration 
33%,  total  leukocyte  count  8000/mm3  with  63%  segmented 
neutrophils,  2%  neutrophilic  bands,  2%  eosinophils,  32% 
lymphocytes,  1%  monocytes.  The  red  cells  appeared  normo- 
chromic normocytic,  and  the  platelets  appeared  normal  in 
number  and  morphology.  pH  7.43,  pC02  43  mm.  of 
Hg,  C02  content  28  meq/L,  sodium  138  meq/L,  potas- 
sium 3.8  meq/L,  chloride  96  meq/L.  Urine  culture  re- 
vealed Klebsiella  pneumoniae  greater  than  100,000  colonies 
resistant  to  ampicillin  and  carbenicillin  and  sensitive  to 
ccphalothin,  chloramphenicol,  colistin,  gentimicin,  kanamy- 
cin,  tetracycline,  nalidixic  acid,  nitrofurantoin,  sulfa,  and 
sulfa-trimethoprin.  Lactic  dehydrogenase,  alkaline  phos- 
phatase, total  bilirubin,  calcium,  total  protein,  inorganic 
phosphorus,  glucose,  blood  urea  nitrogen,  and  uric  acid 
were  within  normal  limits.  A cholesterol  was  139  mgs/dl 
and  the  creatinine  1.5  mgs/dl.  A renal  exploration  was 
performed  on  the  second  hospital  day. 

DR.  HARTZELL:  As  was  mentioned  in  the  protocol 
a recent  excretory  urogram  showed  the  cyst  was  en- 
larging and  now  causing  displacement  of  the  kidney. 
We  had  made  the  assumption  because  of  the  cyst 
puncture  with  normal  contrast  studies  previously 
and  negative  cytology,  that  the  patient  indeed  did 
have  a benign  renal  cyst.  He  had  also  had  neph- 
rotomography previously.  However,  because  the 
cyst  was  large  and  causing  displacement  of  the 
kidney,  exploration  was  indicated.  I should  mention 
that  ultrasonography  would  have  shown  a beautifully 
clear  cyst.  Dr.  Wierda,  would  you  like  to  show  some 
of  the  films? 

DR.  WIERDA:  The  patient  had  displacement  in- 
teriorly of  the  calyx  to  the  upper  pole  of  the  left 
kidney.  There  was  also  indistinctness  of  the  upper 
contour  of  the  pole  of  the  left  kidney  (Fig.  8).  This 
film  is  from  the  cyst  puncture  showing  a smooth 
walled  cyst  (Fig.  9).  You  cannot  see  it  very  well  on 
this  film  but  there  are  also  areas  of  pantopaque 
within  the  cyst. 

DR.  HARTZELL:  We  have  told  you  a number  of 
things  about  the  evaluation  of  renal  masses  today. 
The  patient  did  go  to  renal  exploration.  The  patient 
had  been  injected  with  pantopaque  and  there  was 
some  reaction  to  this.  However,  without  too  much 
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Figure  8 

Displacement  of  calyces  by  mass. 


DR.  BARLOW:  First  slides  show  sections  of  the 
cyst  wall  which  is  composed  of  hyalinized  acellular 
tissue  but  in  which  are  embedded  foci  of  clear  cells 
typical  of  renal  cell  carcinoma.  Several  sections  show 
this.  We  made  a diagnosis  of  carcinoma  in  the  wall  of 
a renal  cyst.  (Fig.  10). 
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Figure  9 

Overexposed  film  to  show  pantopaquc  from  previous  in- 
jection in  opacified  cyst. 


difficulty,  the  upper  pole  of  the  kidney  was  exposed. 
Just  the  kidney  around  the  upper  pole  and  cyst 
margins  were  exposed  because  we  were  dealing  with 
a simple  renal  cyst.  Under  direct  visualization  the 
clear  fluid  was  aspirated,  and  the  cyst  totally  un- 
roofed. It  had  smooth  glistening  walls  and  the  mar- 
gins were  run  with  chronic  gut  suture.  The  patient 
tolerated  the  procedure  very  well  and  then  we  got 
the  pathology  report. 


Figure  10 


Clear  cells  typical  of  renal  cell  carcinoma  in  wall  of 
resected  cyst. 

DR.  HARTZELL:  I might  add  that  looking  into  the 
cyst,  there  was  a completely  smooth  cyst  wall  with 
no  evidence  of  malignancy  whatsoever.  With  this 
diagnosis,  we  went  back  and  removed  the  kidney. 
DR.  BARLOW:  The  gross  surface  of  the  kidney 
showed  multiple  pale  yellow  nodules,  both  adjacent 
and  far  removed  from  the  cyst  wall,  scattered 
over  the  surface  and  throughout  the  parenchy- 
ma of  the  kidney  (Fig.  11).  On  microscopic  sec- 


Figure  11 


Gross  photograph  of  removed  kidney  with  multiple  clear 
cell  tumors. 
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tions  each  of  these  were  foci  of  clear  cells  represent- 
ing renal  cell  carcinomas.  There  has  been  a state- 
ment in  pathological  literature  for  many  years,  that 
if  a lesion  is  a clear  cell  tumor  of  the  kidney  and  is 
under  3 cm.,  it  is  benign,  but  if  it  is  over  3 cm.,  it  is 
malignant.  This  is  an  absurd  statement  and  I be- 
lieve that  all  the  lesions  in  this  case  may  represent 
small  renal  cell  carcinomas.  One  was  definitely  well 
over  3 cm.  We,  of  course,  cannot  be  sure  of  the 
nature  of  these  lesions  unless  a recurrence  or  me:a  - 
tasis  occurs.  Certainly  multiple  renal  cell  carcinomas 
have  been  reported  in  the  kidney  and  bilateral  renal 
cell  carcinomas  have  been  reported,  but  I was  unable 
to  find  a case  like  this. 

DR.  HARTZELL:  Well,  this  indeed  represents  a 
bizarre  case  and  sometimes  exploration  is  the  only 
way  in  which  the  true  nature  of  the  renal  mass  can  be 
determined. 

DR.  WIERDA:  Would  you  call  this  a cystic  hyper- 
nephroma? 

DR.  BARTOW:  No,  I think  that  this  is  a carcinoma 
in  the  wall  of  a renal  cyst.  Cystic  renal  cell  car- 
cinomas of  the  kidney  do  exist  and  are  not  un- 
common as  compared  with  carcinomas  in  the  wall  of 
a renal  cyst,  which  is  an  extremely  rare  lesion. 
Carcinomas  may  also  occur  near  renal  cysts  or  in 
polycystic  kidney  disease. 

DR.  WIERDA:  There  is  one  additional  diagnostic 
possibility  and  that  is  a pharmacoangiogram.  This 
is  the  performance  of  a selective  renal  angiogram 
with  injection  of  contrast  media.  If  the  finding  is 
that  of  a cystic  mass  without  neovascularity  or 
aneurysm  formation,  20  micrograms  of  epinephrine 
is  then  injected.  This  is  followed  by  re-injection  of 
contrast  media  for  a second  time.  Normal  renal 
blood  vessels  will  respond  to  the  epinephrine  and 
constrict  but  the  abnormal  renal  vessels  in  a tumor 
would  not  constrict.  That  might  have  been  helpful 
in  this  case,  but  I don’t  know  what  would  have  led 
us  to  do  such  an  angiogram  in  this  particular  in- 
stance. 

DR.  HARTZELL:  If  he  had  not  been  symptomatic, 
the  patient  would  never  have  been  explored. 

*DR.  WILLIAM  O.  ROSSING:  Would  this  case 
change  your  management  of  renal  cysts?  Would  a 
CEA  level  help? 

DR.  HARTZELL:  It  wouldn’t  change  the  manage- 
ment of  renal  cysts. 

DR.  BARLOW:  I don’t  feel  that  a CEA  level  would 
have  been  helpful  as  it  is  rarely  elevated  in  renal 
cell  carcinoma. 


* Specialist  in  Internal  Medicine,  Sioux  Valley  Hospital: 
Clinical  Faculty  School  of  Medicine,  University  of 
South  Dakota. 

**  Third  year  medical  student,  Sioux  Valley  Hospital. 


**MR.  GERARD1  BOBLEDYK:  What  are  the 
chances  of  there  being  carcinomas  in  the  opposite 
kidney. 

DR.  BARLOW:  Very  good. 

DR.  WIERDA:  There  is  a disease  called  Von 
Hippel-Lindau  disease  in  which  there  is  an  increased 
incidence  of  renal  cell  carcinoma  and  multiple  renal 
cell  carcinomas.  There  was  apparently  no  evidence 
of  this  in  this  case. 

MR.  BOBLEDYK:  What  about  chemotherapy  in 
this  patient  for  possible  lesions  in  the  opposite  kid- 
ney? 

DR.  HOSKINS:  There  isn’t  a good  chemothera- 
peutic agent  for  renal  cell  carcinoma.  We  do  not 
have  plans  at  this  time  to  treat  the  opposite  kidney, 
since  the  patient  is  elderly  and  has  just  one  remain- 
ing kidney. 

FINAL  DIAGNOSES 

1.  Renal  Cyst  with  Renal  Cell  Carcinoma  in  Wall. 

2.  Multiple  Renal  Cell  Carcinomas  (Adenomas). 
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This  Is  Your 


Medical  Association 


As  recently  announced  by  the 
AM  A the  following  physicians 
are  recipients  of  the  1974  Physi- 
cian Recognition  Award:  John 

Million,  M.D.,  Lawrence  Finney, 
M.D.,  Richard  Jaqua,  M.D., 
Warren  Jones,  M.D.,  V.  V. 
Volin,  M.D.,  Loyd  Wagner,  M.D. 
and  Jerry  Walton,  M.D.,  all  of 
Sioux  Falls;  John  Christopher, 
[VI. D.,  Edward  D’Souza,  M.D., 
and  Pan!  Leon,  M.D.,  Aberdeen; 
William  Mattson,  M.D.,  ,1.  S'. 
Sejvar,  M.D.,  Rapid  City;  David 
Patterson,  M.D.,  Alvin  Scheffel, 
M.D..  Redfield;  William  Quick, 
M.D.,  Paulita  Sikat,  M.D.,  Yank- 
ton; R.  A.  Buchanan,  M.D., 
Huron;  E.  H.  Heinrichs,  M.D., 
Watertown;  Matthew  Langen- 
feld,  M.D.,  Spearfish;  B.  T.  Otey, 
M.D..  Flandreau;  Charles  Felton, 
M.D.,  Gettysburg;  Francis  Pis- 
ney,  M.D..  Martin;  A.  P.  Reding, 
M.D.,  Marion;  N.  K.  Shemonsky, 
M.D.,  Rosebud;  B.  R.  Skogmo, 
M.D.,  Mitchell;  R.  R.  Tesch, 
M.D.,  Brookings;  Arnath  Una- 
halckhaka,  M.D.,  Webster;  K.  K. 
Verma,  M.D.,  Gregory;  and  Gary 
Welsh.  M.D.,  Lead. 

The  Aberdeen  District  Medical 
Society  elected  the  following  of- 
ficers for  the  coming  year:  Presi- 
dent, David  Seaman,  M.D.;  Vice 
President,  J.  A.  Eckrich,  Jr., 
M.B.;  and  Secretary-Treasurer, 
Win.  Sweeny,  M.D. 

* * * * 

Officers  for  the  Sioux  Falls  Dis- 
trict Medical  Society  for  1976  in- 
clude Richard  Gunnarson,  M.D., 
President;  Guy  Tam,  M.D.,  Vice 
President;  Allan  Boade,  M.D., 
Secretary;  and  I7  rank  Alvine, 
M.D.,  Treasurer. 


Karl  H.  Wegner,  M.D.,  Dean 

of  the  Medical  School,  an- 
nounced the  appointment  of  Paul 
D.  Bruns,  M.D.  as  chairman  of 
the  Department  of  Obstetrics  and 
Gynecology  at  the  University  of 
South  Dakota  Medical  School. 
Dr.  Bruns,  a native  of  Sioux  City, 
Iowa,  received  his  M.D.  degree 
from  the  University  of  Iowa  in 
1941.  Prior  to  coming  to  South 
Dakota  he  served  as  chairman  of 
the  Department  of  Obstetrics  and 
Gynecology  at  Georgetown  Uni- 
versity. 

❖ ❖ ❖ * 

R,  L.  Stiehl,  M.  O.,  announced 
the  association  of  George  Nicho- 
las, M.  D.  in  the  general  practice 
of  medicine.  Dr.  Nicholas  is  a 
graduate  of  the  USD  Medical 
School  and  the  University  of 
Minnesota  Medical  School.  He 
interned  at  Sioux  Valley  Hospital, 
Sioux  Falls. 
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CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


The  Watertown  District  Medical 
Society  elected  the  following  new 
officers  for  1976:  Parry  Nelson, 
M.  D.,  president;  John  Rittmann, 
M.  D.,  vice  president;  and  John 
Stransky,  M.  D.,  secretary-treas- 
urer. 

:Jc  :js 

Speakers  at  a Product  Safety 
Program  held  in  Yankton  in- 
cluded Anthony  Talbert,  M.D. 
and  Carroll  Isburg,  M.D.,  Yank- 
ton. 

sjc  sjc  :{C 

T.  R.  Jacobson,  M.  D.,  Hot 

Springs,  has  been  notified  that  he 
successfully  completed  the  AFP 
certifying  examination  held  in 
November  1975,  and  is  now  a 
Diplomate  of  the  American 
Board  of  Family  Practice. 

He  ❖ 

Roscoe  Dean,  M.  D.,  Wessington 
Springs,  was  elected  president  of 
the  Huron  District  Medical  So- 
ciety. James  DeGeest,  M.D.,  Mil- 
ler, was  elected  vice  president 
and  Emil  Hofer,  M.  D.,  secre- 
tary-treasurer. 

^ ^ 

C.  C.  Lardinos,  M.D.,  Huron, 
has  been  elected  to  serve  as  trus- 
tee of  the  Sertoma  Foundation. 
The  Sertoma  Foundation  which 
is  closely  allied  with  Sertoma  In- 
ternational, has  as  its  major  ob- 
jective the  establishment  of  re- 
gional centers  to  treat  persons 
with  hearing  and  speech  dis- 
orders. 

sjc  % ^ 

Officers  for  the  Pierre  District 
Medical  Society  for  1976  include 
president,  C.  L.  Swanson,  M.  D.; 
vice  president,  Barbara  Spears, 
M.  D.;  and  secretary-treasurer, 
J.  T.  Cowan,  M.  D. 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 
Lecture  #7 

CLINICAL  PATTERNS  OF  BRAIN  STEM  LESIONS 


by 

George  C.  Flora,  M.D.* 


Lesions  of  this  small,  primitive  (phylogenetically 
old),  region  of  the  nervous  system  are  rare  but  do 
occur.  They  are  referred  to  as  the  “cross  paralyses” 
and  anatomically  are  so  interesting  to  the  “problem 
solvers”  of  medical  neurology  that  “undue  emphasis” 
has  resulted. 

The  term  “cross  paralyses”  comes  from  the  fact 
that  a brain  stem  lesion,  small  enough  to  be  com- 
patible with  life,  often  destroys  the  function  of  one  of 
the  closely  packed  motor  cranial  nerves  on  the  side 
of  the  lesion  and  a traversing  “long  tract.”  The 
“long  tracts”  are  the  “pyramidal”  or  “upper  motor 
neuron  system,”  or  the  sensory  “tracts”  both  of 
which  manifest  deficit  on  the  side  opposite  the  lesion. 
Cerebellar  “tracts”  get  involved  here  too,  but  they 
manifest  deficit  on  the  same  side  as  the  cranial 
nerves.  “Cross  paralyses”  is  most  easily  understood 
if  related  to  the  “pyramidal”  tract,  which  originates 
in  neurons  of  the  “motor  strip,”  trailing  axons 
converge  downward  through  the  corona  radiata 
into  the  internal  capsule  and  then  enter  the  brain 
stem  on  the  side  of  origin.  The  tract  remains  on  the 
side  of  origin  through  the  midbrain  (passing  CN  III), 
pons  (passing  CN  5,  6,  7),  and  medulla  (passing  CN 
10,  12)  and  where  the  medulla  becomes  cord,  it 
crosses  to  the  opposite  side  and  descends  in  the 
“lateral  column”  of  that  cord.  Lesions  within  the 
brain  stem  that  affect  this  tract  manifest  loss  of 
volitional  movement  and/or  pathological  toe  signs 
and/or  hyperreflexia  and/or  spasticity  and/or  clonus 
on  the  side  opposite  the  lesion.  “Cross  paralyses” 
means  paralysis  of  a cranial  nerve(s)  on  the  side  of 
the  lesion,  and  hemiparesis  or  plegia  on  the  side 
opposite  the  lesion.  Sensory  tract  has  similar 
“crossed”  relation  being  numb  but  not  paralyzed, 
whereas  cerebellar  tract  lesions  produce  hemiataxia 
on  the  same  side  as  the  lesion. 


^Professor  and  Chief  of  Neurology,  USD  School  of  Med- 
icine, Glidden  Hall,  Sioux  Falls  College,  Sioux  Falls,  S.D. 


What  lesions  might  you  encounter?  It  is  possible 
to  see  any  previous  “named  syndrome”  tomorrow, 
like  it  is  possible  to  receive  a million  dollar  fee  for 
treating  hemorrhoids.  It  is  more  probable  that  were 
you  to  see  one,  it  would  be  the  more  common  type 
and  from  the  most  common  cause.  One  general  rule 
is  that  brain  stem  lesions  in  the  young  human  are 
caused  by  “multiple  sclerosis”  and  those  in  older 
humans  are  caused  by  “strokes.” 

If  a patient  under  the  age  of  35  who  has  previously 
been  healthy  arrives  complaining  of  “double  vision” 
from  either  a third  and/or  sixth  cranial  nerve  palsy 
and  manifests  a contralateral  or  ipsilateral  motor, 
sensory  or  coordination  deficit,  the  cause  will  likely 
be  multiple  sclerosis.  If  another  young  person  de- 
veloped “double  vision”  with  associated  “Bell’s 
palsy”  (combined  CN  6 and  7 deficit)  with  long 
tract  involvement,  the  cause  will  likely  be  multiple 
sclerosis.  If  a third  young  person  comes  with  a 
complaint  of  “double  vision”  and  you  find  the  eyes 
do  not  move  together,  that  some  lesion  has  impaired 
only  cranial  nerve  function,  manifesting  “disconju- 
gate”  gaze  or  “intranuclear  ophthalmoplegia,”  the 
diagnosis  is  multiple  sclerosis.  Any  young  person 
who  presents  with  complaints  of  “true  vertigo”  really 
“spinning”  and  manifests  “cross  paralysis”  from  the 
lower  pons  or  the  medulla,  it  is  likely  multiple 
sclerosis.  Brain  stem  gliomas  do  occur,  three  have 
been  diagnosed  in  my  twenty  years  of  clinical  ex- 
perience. 

People  over  35  who  present  with  a “cross 
paralysis,”  usually  complain  of  sudden  severe  “true 
vertigo.”  They  likely  have  dysarthria  and  dysphasia 
from  unilateral  CN  9-10  involvement  (one  side  of 
their  soft  palate  doesn’t  contract)  and  they  have 
hemiataxia  on  the  same  side  as  the  weak  palate.  They 
have  had  a “stroke.”  The  most  common  “stroke”  of 
the  brain  stem  is  this,  known  as  the  “Wallenberg 
syndrome.” 

Older  humans  develop  coma  and  quadriparetic 
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deficits  and  “spotty”  cranial  nerve  palsies  (CN  3,  6, 
5 and  7th  involvement)  suggest  “cross  paralysis”  to 
the  examiner.  These  humans  have  had  a basilar 
artery  thrombosis.  The  lesion  transects  between  pons 
and  midbrain  from  ischemic  necrosis.  Brain  stem 
and  cord  lose  all  brain  control.  Cranial  nerve 
paralysis  are  obvious  signs  but  does  not  obscure  the 
total  devastation  of  the  insult  if  viewed  objectively. 
The  eyes  lose  brain  control  and  vestibular  centers 
take  over  producing  “doll’s  eye”  movement.  It  is  a 
lethal  insult  although  science  supports  “life”  for 
awhile. 

The  pattern  of  ocular  paresis  (third,  or  more  often 
the  sixth  cranial  nerve  deficit)  in  a fifty  year  old 
human  associated  with  hypersomnolence  or  semi- 
coma scare  us  often.  The  patient  can  be  alerted,  dif- 
ferent from  the  basilar  infarction,  and  may  respond 
with  ataxic  movements  of  his  body.  This  is 
Wernicke’s  Encephalopathy  and  overnight,  with 
thiamin  therapy,  he  can  regain  normal  brain  stem 
function. 

Older  humans  in  large  numbers  complain  of  “dif- 
ficulty swallowing  and  talking”  and  have  atrophic, 
fasciculating  tongues  (cranial  nerve  12),  and  often  a 
“toe  sign”  or  two  have  a lesion  in  the  medulla  and 
they  have  Amyotrophic  Lateral  Sclerosis.  If  the 
tongue  has  no  atrophy  or  fasciculations  (no  focal  CN 
lesion  of  the  medulla)  the  patient  has  had  “strokes” 
on  both  sides  of  the  brain,  a pseudobulbar  palsy. 

This  has  dealt  with  lesions  within  the  parenchyma 
of  the  brain  stem  as  “presenting  problems”  to  be 
diagnosed.  They  are  infrequent!  Brain  stem  signs  de- 
serve this  simplistic  approach,  in  twenty  years  of 
clinical  experience  and  ten  years  of  neuropathologi- 
cal  examinations  this  is  what  was  seen.  Memorization 
of  brain  stem  eponyms  and  preoccupations  with  its 
subtleties  is  fun  but  not  of  great  clinical  value. 
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Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  Subscription  $8.00  per  year  $1.00  per  copy 

Foreign — $10.00 
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ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all 
publications  of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not  the  carbon 
should  be  submitted.  An  abstract  of  100-200  words  should 
accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  of  article  and 
the  location  of  the  author.  The  used  manuscript  is  not 
returned  but  every  effort  will  be  made  to  return  manuscripts 
not  accepted  or  published  by  the  Journal  of  Medicine. 
Articles  are  accepted  for  publication  on  condition  they  are 
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PSYCHIATRIC  RESIDENCY 

Vacancies  for  positions  for  those  who  have  a 
regular  Iowa  license  or  can  obtain  one  by 
reciprocity  or  via  the  FLEX. 

Prepare  for  career  in  private  practice,  com- 
munity clinics  or  hospital  based  psychiatry. 
Emphasis  on  close  supervision  of  intensive  in- 
dividual and  group  psychotherapy,  OPD,  Chil- 
dren’s Unit,  Adolescent  Unit.  Neurology  affili- 
ation with  University  of  Iowa.  The  stipends 
are:  1st  year,  $20,280;  2nd  year,  $21,294;  3rd 
year,  $22,360.  Intensity  and  diversity  of  train- 
ing program  appreciated  best  by  personal  visit. 

Superintendent 
Mental  Health  Institute 
Cherokee,  Iowa  51012 

Equal  opportunity  employer. 

Call  collect:  (712)  225-2594 


Choice  Space 
Available 

KOENIG 

PROFESSIONAL 

BUILDING 

1320  South  Minnesota 
Sioux  Falls,  South  Dakota 

Excellent  Location 
Good  Parking 
Competitive  Rent 

Call  Schmidt  Realtors 
Phone  605-336-0350 
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We  Don't  Fly  South 
For  The  Winter . . . 
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The  Blue  Shield  professional 
relations  staff  is  available 
year  'round  to  answer  your 
questions. 

If  you  need  help,  call 

Peter  Galindo 
Judee  Schlosser 
Sioux  Falls 

Randy  Tuffs 
405  East  Omaha 
Rapid  City 

336-1976 

343-6755 
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(continued  from  page  2) 

May 

Practical  Ophthalmic  Plastic  Surgery> 

Sheraton-Ritz  Hotel,  Minneapolis, 
MN,  May  3-4.  AMA  credits.  Fee: 
$110.  Contact:  Off.  of  Con.  Ed.,  U. 
of  Minn.  Med.  School,  143  Owre 
Hall,  Hosp.  Box  293,  Minneapolis, 
MN  55455. 

Pediatric  Core  Review,  Willmar,  MN, 
May  5.  AMA  credits.  Fee:  $40. 
Contact:  Off.  of  Con.  Ed.,  U.  of 
Minn.  Med.  School,  143  Owre  Hall, 
Hosp.  Box  293,  Minneapolis,  MN 
55455. 

Current  Concepts  in  Radiation  Ther- 
apy, U.  of  Minn.  Med.  School, 
Minneapolis,  MN,  May  5-7.  AMA 
credits.  Contact:  Off.  of  Con.  Ed.. 
U.  of  Minn.  Med.  School,  143 
Owre  Hall,  Hosp.  Box  293,  Min- 
neapolis, MN  55455. 

Obstructive  Lung  Disease  in  Adults 
and  Children,  Texas  Children's 
Hosp.,  Houston,  TX,  May  13-15. 
Fee:  $125  for  ACCP  members, 
$150  for  non  members.  18Vi  hrs 
AMA  Category  I credit.  Dir.  of  Ed: 
Dale  E.  Braddy,  M.S.,  Am.  Coll,  of 
Chest  Physicians,  911  Busse  High- 
way, Park  Ridge,  1L  60068. 

Selected  Topics  in  Gastroenterology, 
American  Gastroenterological  As- 
sociation, Fountainebleau  Hotel, 


Miami  Beach,  FL,  May  22,  23. 
Contact:  AG  A National  Off.,  c/o 
Charles  B.  Slack,  Inc.  6900  Grove 
Rd.,  Thorofare,  NJ  08086. 

International  Symposium  on  Scabies, 
U.  of  Minn.  Med.  School,  Minnea- 
polis, MN,  May  22-23.  AMA  cred- 
its. Contact:  Off.  of  Con.  Ed.,  U. 
of  Minn.  Med.  School,  143  Owre 
Hall,  Hosp.  Box  293,  Minneapolis, 
MN  55455. 

American  Cancer  Society  National 
Cancer  Institute  Conference  on 
Cancer  Research  and  Clinical  In- 
vestigation, The  Chase-Park  Plaza 
Hotel,  St.  Louis,  MO,  Sept.  20-22. 
15  hrs.  Category  I AMA  credits 
and  elective  AAFP  credits.  Con- 
tact: Sidney  L.  Arje,  M.  D.,  Amer- 
ican Cancer  Society,  777  Third 
Ave.,  New  York.  NY  10017. 

June 

Clinical  Hypnosis,  U.  of  Minn.  Med. 
School,  Minneapolis,  MN,  June  3- 
5.  AMA  credits.  Contact:  Off.  of 
Con.  Ed.,  U.  of  Minn.  Med.  School, 
143  Owre  Hall,  Hosp.  Box  293, 
Minneapolis,  MN  55455. 

American  College  of  Physicians  Re- 
fresher Course,  U.  of  Iowa,  Iowa 
City,  IA,  June  7-9.  AMA  and/or 


AAFP  credits.  Office  of  Con.  Med. 
Ed.,  U.  of  Iowa  Coll,  of  Med.,  101 
CMAB,  Iowa  City,  IA  52242. 

South  Dakota  State  Medical  Associa- 
tion Annual  Meeting,  Howard  John- 
son Motor  Lodge,  Rapid  City,  SD, 
June  10-13.  Ex.  Sec:  Robert  John- 
son, SDSMA,  608  West  Ave., 
N„  Sioux  Falls,  SD  57104. 

11th  Annual  Meeting  of  the  Rocky 
Mountain  Neurosurgical  Society, 
The  Desert  Inn  and  Country  Club, 
Las  Vegas,  NV,  June  13-16.  Cate- 
gory I AMA  credits.  Sec:  Richard 
Moiel,  M.D.,  601  Med.  Towers, 
1709  Dryden  St.,  Houston,  TX 
77025. 

Surgery,  U.  of  Minn.  Med.  School, 
Minneapolis,  MN,  June  16-19. 
AMA  credits.  Contact:  Off.  of  Con. 
Ed.,  U.  of  Minn.  Med.  School,  143 
Owre  Hall,  Hosp.  Box  293,  Minne- 
apolis, MN  55455. 

28th  Annual  Workshops  and  Scien- 
tific Program  of  the  Society  for 
Clinical  and  Experimental  Hyp- 
nosis, Marriott  Hotel,  Philadelphia, 
PA,  June  26-30.  Sponsored  by  the 
U.  of  PA.  Contact:  Martin  T. 
Orne,  M.D.,  Institute  of  PA  Hosp., 
Ill  N.  49th  St.,  Philadelphia,  PA 
19139. 


FAMILY  PRACTITIONER  WANTED 

Family  practitioner  wanted  to  join  corporate  group 
of  five  physicians.  Liberal  fringe  benefits:  profit 
sharing,  health  insurance,  life  and  disability  insur- 
ance, malpractice  insurance.  Medical  building  ad- 
jacent to  52  bed  accredited  hospital.  Clerkship  site 
for  Medical  School.  College,  two  lakes,  great  fishing, 
hunting  and  water  sports.  Rapid  growing  community. 
Southeastern  South  Dakota.  Population  — 6,600, 
serving  area  of  20,000.  For  complete  details  write 
or  call: 

Terry  T.  Kass 

The  Madison  Clinic,  Ltd. 

903  North  Washington 
Madison,  South  Dakota  57042 
Office:  (605)  256-4564 
Home:  (605)  256-6212 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL  AS- 
SOCIATIONS WITH  WHOM  YOU  ARE  ASSOCI- 
ATED. REFERENCES  TO  QUALIFIED  INQUIRIES  ARE 
GLADLY  FURNISHED. 

39th  & MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck”  Point,  Mgr.  Home  phone  336-3168 
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SOUTH  DAKOTA 


9:00  A.M. 

Thursday,  January  15,  1976 


COUNCIL  MEETING  MINUTES 


Holiday  Inn 
Pierre,  South  Dakota 


The  meeting  was  called  to  order  at  9:00  a.m.  by  C.  L. 
Swanson,  M.D.,  Chairman.  Those  present  for  roll  call 
were  Doctors  G.  E.  Tracy,  Fred  Leigh,  James  Ryan, 
A.  P.  Reding,  R.  H.  Quinn,  J.  T.  Elston,  C.  L.  Swanson, 
R.  E.  Van  Demark,  Winston  Odland,  G.  Robert  Bartron, 
Bruce  Lushbough,  Harvard  Lewis,  B.  J.  Begley,  Duane 
Reaney,  R.  H.  Harris,  A.  J.  Barrett,  R.  G.  Nemer,  Eldon 
Bell,  R.  C.  Jahraus,  G.  R.  Bell,  and  Commission  Chair- 
man J.  C.  Larson,  M.D. 

Dr.  Nemer  moved  to  accept  the  minutes  of  the  pre- 
vious Council  meeting  as  published.  The  motion  was 
seconded  by  Dr.  Ryan  and  carried. 

Dr.  Tracy  introduced  Miss  Judy  Call,  Secretary  of  the 
Department  of  Health,  to  the  Councilors.  Miss  Call  stated 
that  she  is  pleased  with  the  working  relationship  between 
the  physicians  and  her  department  and  she  hopes  this 
cooperation  will  continue.  She  briefly  reviewed  the  de- 
partment’s activities  concerning  the  attempted  recruiting 
of  physicians.  The  Council  thanked  Miss  Call  for  attend- 
ing the  meeting  and  offered  their  continued  cooperation 
to  the  Health  Department. 

Dr.  Larson  introduced  Dr.  JoAnn  Haberman,  Director 
of  the  Thermography  Program,  who  briefly  reviewed  the 
establishment  of  this  program  and  areas  of  concern  which 
have  arisen  since  the  program  started  in  South  Dakota. 
She  stated  that  it  was  necessary  to  purchase  a third  van  in 
order  to  complete  the  follow  up  annual  exams.  She  stated 
that  there  have  been  many  administrative  problems  in- 
volved, however,  a project  director  has  been  hired  which 
should  help  alleviate  some  of  these  problems.  She  stated 
that  previously  all  reports  on  exams  were  sent  directly  to 
the  physician  indicated  by  the  patient.  However,  now  all 
negative  reports  are  sent  directly  to  the  patient  and  the 
patient’s  physician  receives  a computer  print  out  listing  his 
patients  with  negative  tests.  All  abnormal  reports  are  still 
being  sent  directly  to  the  patient’s  physician  and  he  is 
asked  to  contact  the  patient  for  follow  up  tests  and 
treatment.  The  Council  thanked  Dr.  Haberman  for  at- 
tending and  discussing  the  thermography  program  with 
them.  The  Council  held  a lengthy  discussion  on  the 
thermography  program,  their  previous  action  and  their 
concerns  with  regard  to  the  continued  operation  of  this 
program.  Dr.  Odland  moved  that  the  Council  recognize 
this  in  the  same  context  of  the  multiphasic  testing  pro- 
gram wherein  the  Council  of  the  State  Medical  Associa- 
tion would  not  give  approval  or  recommend  this  pro- 
gram on  the  basis  of  existing  results  as  reported  and 
awaits  confirmation  of  these  tests  for  a more  beneficial 
evaluation;  and  the  Council  questions  the  effectiveness  of 
the  program  with  regard  to  this  questionable  modality 
from  the  scientific  and  cost  standpoints  to  the  patients  of 
South  Dakota.  The  motion  was  seconded  by  Dr.  Elston 
and  carried.  Dr.  Bartron  moved  that  the  matter  of  the 
Thermography  Program  be  referred  to  the  Commission  on 
Scientific  Medicine  for  further  review  and  recommenda- 
tion. The  motion  was  seconded  by  Dr.  Lushbough  and 
carried. 

Dr.  Karl  Wegner,  Dean  of  the  Medical  School,  gave  a 
brief  update  on  activities  at  the  School  for  the  Councilors’ 
information,  including  the  continuing  search  for  the  de- 
partmental medical  personnel  and  the  physician  extender 
program.  He  stated  that  a bill  has  been  introduced  into 
the  legislature  which  would  grant  loans  from  the  state 
to  those  medical  students  who  must  transfer  out  of  state 
for  their  final  two  years  of  medical  school  and  would 
then  allow  them  to  repay  the  loan  or  to  have  it  “for- 


given” by  returning  to  South  Dakota  and  establishing  a 
practice.  He  stated  that  this  law  which  previously  was  in 
effect  excluded  medical  students  once  the  four  year  degree 
granting  school  was  established.  Dr.  Wegner  indicated  that 
the  Medical  School  budget  request  is  the  same  as  was 
proposed  two  years  ago  when  the  Legislature  funded  the 
Medical  School. 

Dr.  Wegner  introduced  Dr.  Robert  Talley,  Chairman  of 
the  Department  of  Medicine  for  the  Medical  School.  Dr. 
Talley  briefly  discussed  plans  for  faculty  recruitment  and 
stated  that  Dr.  Charles  Gutch,  a former  South  Dakota 
physician,  has  been  hired  as  Chief  of  Medicine  at  the 
V.  A.  Hospital  in  Sioux  Falls  in  conjunction  with  the 
Medical  School. 

The  Council  received  the  letter  of  resignation  from 
Dr.  Robert  Quinn  who  resigned  as  AMA  Delegate  ef- 
fective January  1,  1976.  Dr.  Quinn  stated  that  Dr.  Elston, 
the  AMA  Alternate  Delegate,  has  agreed  to  serve  as 
Delegate  for  the  present  time,  and  he  urged  that  the 
Council  give  thoughtful  consideration  to  nominees  for 
this  position.  Dr.  Tracy  moved  that  the  Council  regretfully 
accept  Dr.  Quinn’s  resignation  as  AMA  Delegate.  The 
motion  was  seconded  by  Dr.  Begley  and  carried.  Dr.  Beg- 
ley reviewed  previous  Association  policy  whereby  the  AMA 
Alternate  Delegate  has  succeeded  to  the  AMA  Delegate 
position,  thus  allowing  continuity,  and  recommended  that 
the  Council  consider  this  when  electing  a replacement. 
Dr.  Elston  moved  that  a letter  of  appreciation  be  sent  to 
Dr.  Quinn  from  the  Council  for  his  diligence  and  thought- 
ful efforts  on  behalf  of  the  Association  as  AMA  Delegate. 
The  motion  was  seconded  by  Dr.  Begley  and  carried. 

Dr.  Richard  Friess,  president  of  the  South  Dakota 
Chapter,  AFP,  reported  on  the  activities  of  the  SDAFP  with 
regard  to  expanding  the  family  practice  program  in  South 
Dakota.  He  stated  that  a bill  was  introduced  to  obtain 
state  funds  to  help  underwrite  the  primary  care  residencies 
in  South  Dakota  and  requested  that  the  State  Association 
endorse  this  bill  even  though  he  realized  Association  lob- 
bying efforts  would  be  directed  toward  passage  of  mal- 
practice legislation.  He  stated  that  Rapid  City  has  met 
all  requirements  to  participate  in  the  family  practice  res- 
idency program  and  that  Aberdeen  must  fulfill  some  ad- 
ditional requirements  and  then  they  too  will  be  ready  to 
participate.  Dr.  Elston  suggested  that  the  family  practice 
residency  program  study  the  possibility  of  obtaining  some 
funding  through  the  maternal  and  child  health  program 
which  has  been  established  in  the  state.  Following  discus- 
sion Dr.  Ryan  moved  that  the  Council  accept  and  en- 
dorse the  proposal  for  state  support  of  primary  care 
residencies.  The  motion  was  seconded  by  Dr.  Reaney  and 
carried. 

Dr.  James  C.  Larson,  Chairman  of  the  Commission  on 
Scientific  Medicine,  reported  on  the  establishment  of  a 
continuing  education  accreditation  program  for  South  Da- 
kota. He  stated  that  one  program  must  be  accredited  this 
year  in  cooperation  with  AMA  accreditation  representa- 
tives and  hopefully  this  will  be  accomplished  at  the  time 
of  the  annual  meeting  to  be  held  in  June.  As  required  by 
the  AMA,  a separate  committee  has  been  established  to  do 
the  accrediting;  however,  this  committee  will  report  to  the 
Commission  on  Scientific  Medicine.  Dr.  Lewis  moved  that 
the  Council  accept  this  report.  The  motion  was  seconded 
by  Dr.  Harris  and  carried. 

The  Council  considered  the  budget  proposed  for  1976- 
77  which  was  reviewed  briefly  by  Mrs.  Butler  and  which 
has  been  approved  by  the  Budget  and  Audit  Committee. 


MARCH  1976 


31 


Dr.  Leigh  moved  that  the  Council  accept  the  budget  as 
proposed.  The  motion  was  seconded  by  Dr.  Reaney  and 
carried. 

The  Council  reviewed  the  proposed  report  of  the  College 
Health  Task  Force  Committee.  Dr.  Begley  moved  that  the 
Council  accept  this  report.  The  motion  was  seconded  by 
Dr.  Nemer  and  carried. 

Dr.  Muggly  reported  on  the  activities  of  the  Founda- 
tion. PSRO  and  the  possible  need  for  additional  office 
space.  He  stated  that  the  health  bill  was  vetoed  by 
President  Ford  and  therefore  the  PSRO  program  has  not 
been  designated  or  funded  as  a conditional  program  to 
date.  Also  a change  has  been  made  recently  in.  the  fund- 
ing of  the  PSRO  program;  whereby  dollars  now  go 
through  the  hospital  for  personnel  payroll  rather  than 
directly  through  the  PSRO  office.  Dr.  Muggly  stated  that 
the  hospital  is  establishing  a data  system,  and  he  urged 
the  Medical  Association  to  name  representatives  who  will 
meet  with  the  Hospital  Association  and  Dr.  A.  A.  Lampert 
who  represents  the  Foundation  to  discuss  this  system  and 
its  uses.  Dr.  Lushbough  moved  that  the  Council  accept  the 
report  of  the  Foundation.  The  motion  was  seconded  by 
Dr.  Van  Demark  and  carried.  Dr.  Muggly  stated  that 
when  the  PSRO  program  becomes  conditional  a new  slate 
of  officers  will  have  to  be  elected,  and  he  urged  the 
Councilors  to  keep  this  in  mind. 

The  Council  considered  recommendations  to  be  sent  to 
the  Governor  for  selection  of  a physician  to  serve  on  the 
South  Dakota  State  Board  of  Medical  and  Osteopathic 
Examiners  to  replace  W.  A.  Bormes,  M.D.  whose  term 
expires  in  July  1976.  Dr.  Bartron  moved  that  the  Council’s 
first  nomination  for  consideration  of  appointment  be  R.  C. 
Jahraus,  M.D.  The  motion  was  seconded  by  Dr.  Ryan 
and  carried.  Dr.  Odland  moved  that  the  Council’s  second 
nomination  be  Bruce  Lushbough,  M.D.  The  motion  was 
seconded  by  Dr.  Van  Demark  and  carried.  Dr.  Nemer 
moved  that  the  Council's  third  nomination  be  A.  J.  Bar- 
ret, M.D.  The  motion  was  seconded  by  Dr.  Harris  and 
carried. 

The  Council  considered  the  application  for  a grant  for 
remote  site  training  which  was  submitted  by  the  School  of 
Medicine.  Dr.  Tracy  briefly  reviewed  the  action  taken  by 
the  Executive  Committee  with  regard  to  an  earlier  grant 
proposal,  and  stated  that  the  Medical  school  has  stated  they 
will  submit  all  grant  applications  which  affect  practicing 
physicians  in  South  Dakota  to  the  State  Medical  Associ- 
ation for  their  review  and  recommendation  before  submit- 
ting it  for  federal  funding.  Dr.  Begley  moved  that  grant 
applications  within  the  state  of  South  Dakota  pertaining 
to  health  care  dollars  and/or  graduate  medical  education 
should  be  submitted  to  the  Commission  on  Medical  Serv- 
ice for  their  review  and  recommendation  to  the  Council. 
The  motion  was  seconded  by  Dr.  Lushbough  and  carried. 
Dr.  Lewis  moved  that  the  Council  endorse  the  grant  pro- 
posal as  submitted  by  the  School  of  Medicine’s  Department 
of  Medicine.  The  motion  was  seconded  by  Dr.  Lush- 
bough and  carried. 

The  Councilors  considered  the  nominations  for  the  C.  B. 
Alford  Award  which  is  presented  by  the  State  Health  De- 
partment to  a physician  who  has  made  outstanding  con- 
tributions to  public  health.  A secret  ballot  was  taken  and 
the  recipient  will  be  announced  during  the  annual  meeting 
banquet. 

The  Council  reviewed  the  information  concerning  the 
Sheen  Award  which  is  a $10,000  cash  prize  awarded  an- 
nually to  an  American  physician  or  physicians  in  recogni- 
tion of  their  outstanding  contributions  to  medicine.  Dr. 
Lewis  moved  that  the  South  Dakota  State  Medical  Associ- 
ation submit  the  name  of  R.  E.  Van  Demark,  M.D.  for 
this  award.  The  motion  was  seconded  by  Dr.  Elston  and 
carried. 

The  Council  discussed  the  request  of  the  South  Dakota 


State  Board  of  Medical  and  Osteopathic  Examiners  to  pro- 
vide direction  regarding  a court  case  to  clarify  the  At- 
torney General’s  opinion  regarding  venipuncture  per- 
formed by  doctors  of  chiropractic.  The  Council  reviewed 
the  original  opinion  of  the  Attorney  General  which  does 
not  allow  chiropractors  to  perform  acupuncture  or  veni- 
puncture and  a recent  letter  from  the  Attorney  General 
which  does  allow  chiropractors  to  perform  venipuncture  for 
purposes  of  diagnosis.  Following  discussion  Dr.  Nemer 
moved  that  the  Council  recommend  to  laboratories  in  the 
state  that  they  not  provide  laboratory  consultations  for 
chiropractors.  The  motion  was  seconded  by  Dr.  Bell  and 
carried.  The  executive  office  was  directed  to  obtain  legal 
opinion  with  regard  to  the  Board  being  allowed  to  utilize 
money  directly  from  physicians  to  pursue  this  case.  Dr. 
Harris  moved  that  the  Medical  Association  support  the 
Board  of  Medical  and  Osteopathic  Examiners  in  pursuit  of 
a challenge  to  the  Attorney  General’s  opinion  allowing 
chiropractors  to  perform  venipuncture  and  establish  a mon- 
etary limit  of  $5,000  to  begin  with,  and  if  more  is  re- 
quired the  Council  can  consider  this  further.  The  motion 
was  seconded  by  Dr.  Barrett.  Dr.  Begley  moved  to  table 
this  motion.  The  motion  was  seconded  by  Dr.  Lushbough. 
Vote:  5 for,  10  against;  motion  failed.  Dr.  Bartron  moved 
that  the  motion  be  amended  to  read,  the  South  Dakota 
State  Medical  Association  support  and  assist  the  State 
Board  of  Medical  and  Osteopathic  Examiners  in  pursuit  of 
challenging  the  Attorney  General’s  opinion  allowing  chiro- 
practors to  perform  venipuncture.  The  amended  motion  was 
seconded  by  Dr.  Elston  and  carried. 

Dr.  Van  Demark  discussed  with  the  Council  a proposal 
to  appoint  an  Editorial  Advisory  Board  utilizing  Medical 
School  faculty  who  are  members  of  the  State  Medical 
Association  for  the  Journal  of  Medicine.  Dr.  Tracy  moved 
that  Dr.  Van  Demark  submit  names  for  an  Editorial  Ad- 
visory Board  for  the  Council’s  consideration  at  its  next 
meeting.  The  motion  was  seconded  by  Dr.  Reding  and 
carried. 

The  Council  considered  the  appointment  of  seven  physi- 
cians to  the  Medical  School  Endowment  Board.  Dr.  Nemer 
moved  that  the  Endowment  Board  be  requested  to  submit 
nominees  for  consideration  at  the  next  Council  meeting. 
The  motion  was  seconded  by  Dr.  Lewis  and  carried. 

The  Council  reviewed  the  report  of  the  Special  Commit- 
tee on  Intensive  Care  Nurseries  in  South  Dakota.  Dr. 
Reaney  moved  that  the  Council  accept  this  report.  The  mo- 
tion was  seconded  by  Dr.  Begley  and  carried.  Dr.  Lewis 
moved  that  the  report  be  submitted  to  the  Commission  on 
Medical  Service  for  review  and  any  necessary  action.  The 
motion  was  seconded  by  Dr.  Reaney  and  carried. 

A representative  from  the  Department  of  Health,  Divi- 
sion of  VD  Control,  appeared  and  spoke  to  the  Councilors 
on  the  VD  program  for  South  Dakota.  He  stated  that  due 
to  budget  cuts  the  original  fee  for  service  program  has  been 
eliminated  and  has  been  replaced  by  a $15  service  fee.  He 
urged  physicians  to  submit  claims  for  services  rendered 
under  the  VD  control  program  immediately  following 
treatment  to  assist  his  office  in  processing  and  paying 
these  claims  promptly.  Dr.  Bell  moved  that  the  Council 
encourage  the  physicians  in  South  Dakota  to  cooperate 
with  the  Division  of  VD  Control.  The  motoin  was  sec- 
onded by  Dr.  Begley  and  carried. 

The  Council  received  nominations  for  the  Community 
Service  Award  and  the  Distinguished  Service  Award  and 
directed  the  executive  office  to  submit  these  names  to  the 
Special  Committee  for  their  review  and  recommendation 
to  the  Council  at  its  next  meeting.  A secret  ballot  will 
then  be  taken  and  the  recipients  announced  at  the  annual 
meeting  banquet. 

The  Council  considered  nominations  for  honorary  mem- 
bership. Dr.  Nemer  moved  that  V.  Norgello,  M.D.  be 
named  an  honorary  life  member  of  the  South  Dakota 
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State  Medical  Association.  The  motion  was  seconded  by 
Dr.  Barrett  and  carried. 

The  Council  reviewed  the  minutes  of  the  Executive  Com- 
mittee meetings  held  on  November  18  and  December  23. 
Dr.  Tracy  moved  that  the  Council  approve  the  minutes 
of  the  Executive  Committee  as  printed.  The  motion  was 
seconded  by  Dr.  Van  Demark  and  carried. 

Mr.  Johnson  gave  a brief  legislative  update  for  the 
Councilors’  information.  He  stated  that  the  Medical  Associ- 
ation is  sponsoring  eleven  bills,  all  of  which  pertain  to  mal- 
practice legislation.  He  stated  that  an  insurance  reporting 
bill  has  passed  the  House  and  that  the  arbitration  bill 
will  be  voted  on  by  the  House  this  afternoon.  Also,  the 
statute  of  limitations  bill  appears  to  be  receiving  favorable 
consideration  by  the  Committee.  He  stated  that  due  to  a 
lack  of  support  and  sponsors  the  Res  Ipsa  Loquitur  bill 
was  not  introduced  this  session. 

Mr.  Johnson  briefly  reported  on  the  status  of  HMO's 
in  South  Dakota.  He  stated  that  the  application  for  an 
HMO  feasibility  study  in  Sioux  Falls  has  been  withdrawn 
and  that  the  one  in  Rapid  City  has  applied  for  condi- 
tional status  and  funding. 

Mr.  Johnson  discussed  the  data  system  proposed  by  the 
Hospital  Association  and  its  possible  uses  in  conjunction 
with  the  PSRO  program.  He  stated  that  Dr.  A.  A.  Lampert 
will  serve  as  a representative  from  the  Foundation  to  meet 
with  the  Hospital  Association  representatives  to  see  if  a 
cooperative  system  can  be  arranged  to  utilize  this  data 
system  and  the  information  contained  therein  by  both  the 
hospitals  and  the  Foundation.  Dr.  Tracy  moved  that  the 


Medical  Association  appoint  representatives  to  attend  this 
meeting  also.  The  motion  was  seconded  by  Dr.  Ryan  and 
carried. 

Dr.  Harris  discussed  the  work  of  the  district  and  state 
Utilization  and  Insurance  Review  Committees  with  regard 
to  their  making  determinations  on  reasonable  allowances 
and  the  federal  government’s  anti-trust  suit  and  charges  of 
fee  setting.  Dr.  Harris  moved  that  in  view  of  government 
charges  the  question  of  eliminating  the  Association’s  Utili- 
zation and  Insurance  Review  Committees’  work  with  re- 
gard to  the  establishment  of  reasonable  fees  be  referred  to 
the  Commission  on  Medical  Service  for  review  and  recom- 
mendation. The  motion  was  seconded  by  Dr.  Bell  and 
carried. 

For  the  Councilors’  information  Mr.  Johnson  briefly 
discussed  the  Vietnamese  physician  situation  in  South  Da- 
kota. He  stated  that  at  the  present  time  there  is  only  one 
Vietnamese  physician  in  South  Dakota,  and  he  is  located 
at  the  Redfield  State  Hospital  and  School.  He  stated  that 
the  Long  Range  Planning  Committee  considered  the  ques- 
tion of  providing  postgraduate  medical  education  for  Viet- 
namese physicians  and  determined  that  inasmuch  as  Ne- 
braska offers  such  courses  through  its  medical  school,  the 
USD  School  of  Medicine  should  not  establish  such  a 
course,  but  rather  Vietnamese  physicians  in  South  Dakota 
should  utilize  the  training  opportunities  in  Nebraska.  Dr. 
Reaney  moved  that  the  Council  reaffirms  the  recommenda- 
tion of  the  Long  Range  Planning  Committee.  The  motion 
was  seconded  by  Dr.  Barrett  and  carried. 

The  meeting  adjourned  at  1:00  p.m. 
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prehension, fatigue,  depressive  symptoms 
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agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
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be  used  in  patients  with  open  angle  glau- 
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therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 
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According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
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management  of  psychoneu- 
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depressive  symptoms:  the 
psychotherapeutic  effect  of 
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in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 
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neurotic patient’s  symptoms 
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time, Valium  can  offer  an  addi- 
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ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 
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surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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SOUTH  DAKOTA 


HYPERTENSION  SCREENING 

by 

Marlene  McGann,  R.N.* 

Duane  Bosch,  R.Ph.** 


One  of  the  major  health  problems  in  the  United  States, 
hypertension,  is  still  not  controlled  properly.  Mass  screening 
is  one  method  of  detection  of  cases,  both  unknown  hyper- 
tensives and  those  not  controlled  on  current  therapy.  This 
paper  reports  on  the  results  of  a two  week  screening  pro- 
gram. Of  the  1,268  persons  screened,  193  were  found  to 
have  blood  pressures  above  recommended  levels.  144  of 
these  persons  were  followed  and  102  were  diagnosed  as 
hypertensive  by  a physician.  Many  of  these  were  already 
on  antihypertensive  medications,  but  50  persons  were  given 
prescriptions  for  antihypertensives  for  the  first  time.  Case 
finding,  however,  should  be  combined  with  patient  educa- 
tion in  order  to  improve  patient  compliance. 


Uncontrolled  hypertension  is  a major  national 
health  problem.  The  National  Health  Examination 
Survey  (1964)  showed  that  15.3%  of  persons  18-79 
years  of  age  in  the  USA  had  blood  pressures  in 
excess  of  160/95  and  an  additional  14%  had  systolic 
pressures  between  140-160  and  diastolics  between 
90-95  mm.  Hg.  The  Sioux  Falls  area,  therefore, 
probably  has  around  14,000  adults  with  hypertension 
and  an  additional  13,000  with  borderline  hyperten- 
sion. 

Hospitals  should  play  an  active  role  in  improving 
the  future  prognosis  of  the  detection  of  high  blood 
pressure,  yet  opportunities  for  detection  at  hospitals 
are  not  fully  utilized.  Recognizing  this,  Sioux  Valley 
Hospital  and  the  South  Dakota  Heart  Association 
conducted  a hypertensive  screening  project  during 
the  last  two  weeks  of  May,  High  Blood  Pressure 
Month.  It  was  decided  to  check  blood  pressures  from 
12  noon  to  6:00  p.m.  in  the  lobby  of  the  hospital. 

Procedure 

Volunteers  for  two  hour  periods  were  recruited 
from  the  alumni,  hospital  staff  and  nursing  students. 
The  project  was  advertised  on  local  television,  and 
radio  stations  and  in  the  newspaper.  One  screening 
station  was  set  up.  It  consisted  of  a table,  folding 
chairs,  two  sphygmomanometers  and  cuffs,  two 
stethoscopes,  Heart  Association  literature  and  per- 
mission forms.  The  recommended  screening  level 
was: 

Under  40  years  of  age:  Systolic  — 140  or  higher 
Diastolic  — 90  or  higher 

40  years  of  age  and  older:  Systolic  — 160  or  higher 
Diastolic  — 90  or  higher 


* Clinical  Specialist,  Sioux  Valley  Hospital,  Sioux  Falls, 
S.D. 

**Pharmacist,  Sioux  Valley  Hospital,  Sioux  Falls,  S.D. 


Persons  who  wanted  their  blood  pressure  checked 
were  asked  to  sit  and  rest  while  they  completed  the 
permission  form.  Their  blood  pressures  were  usually 
checked  within  ten  minutes.  If  the  blood  pressure 
was  within  the  screening  limits  (e.g.  negative),  the 
person  was  so  advised,  given  his  blood  pressure 
reading  and  dismissed.  If  he  was  on  anti-hyperten- 
sives, he  was  told  the  importance  of  continuing  to 
take  his  medication  and  to  remain  under  the  care  of 
a physician.  Persons  who  had  not  been  to  a physician 
for  over  two  years  were  encouraged  to  make  an 
appointment  for  a checkup. 

If  the  blood  pressure  exceeded  the  screening 
limits  (e.g.  positive),  the  person  was  advised  to  rest 
a few  minutes  and  a second  nurse  would  then  check 
the  blood  pressure.  If  the  second  reading  was  nega- 
tive, the  above  procedure  was  followed,  but,  if  the 
blood  pressure  was  positive,  the  person  was  coun- 
selled. If  the  person  had  been  told  previously  that 
he  was  hypertensive,  but,  for  some  reason  was  not 
on  medication,  the  nurse  explained  that  anyone  with 
hypertension  had  a long-term  need  to  remain  under 
medical  supervision  and  that  it  was  important  that 
he  diligently  follow  the  physician's  advice.  If  the 
person  did  not  realize  that  he  had  an  elevated  blood 
pressure,  the  nurse  explained  that  one  blood  pessure 
reading  did  not  mean  that  a person  was  hypertensive. 
It  would  be  necessary  for  him  to  have  a physician 
examine  him  for  diagnosis,  medical  supervision,  and 
possible  treatment.  The  screenee-positive  persons 
were  referred  to  their  physicians  within  seven  days. 

Results 

In  all,  there  were  ten  screening  sessions  of  six 
hours  each.  A total  of  1,268  people  had  their  blood 
pressures  taken  and  15%  (193)  were  found  to  be 
screenee-positive.  The  majority  of  these  screenee- 
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positive  persons  were  over  age  50.  Eighteen  percent 
08%)  were  in  the  30-50  age  group  while  3.5% 
were  in  the  20-30  age  group  (See  Table  1).  Ap- 
proximately 31%  of  the  persons  screened  were  men. 
Of  these,  197  were  under  age  50  with  13%  (25)  of 
them  screenee-positive  (See  Table  2). 


Age  groups  of  screenee-positive  persons. 
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Table  2 


Fifty-seven  of  the  screenee-positive  persons  had 
never  been  identified  as  hypertensive.  Of  the  300 
who  knew  they  had  hypertension,  79%  (237)  were 
being  treated.  Of  these,  69%  (164)  were  controlled 
(See  Tables  3 & 4). 
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Table  3 

Controlled  hypertensives  plus  all  screenee-positive  persons 
(357  persons). 
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Table  4 

Screenee-positive  persons  (193  persons). 


<D 


P U 
CTJ  01 

5 cl 

CTJ 


8 


SOUTH 


DAKOTA 


Two  weeks  after  the  screening  a follow-up  was 
started.  Each  screenee-positive  person  was  sent  a 
letter  and  a stamped  card  (see  Figure  2)  to  deter- 
mine if  they  had  seen  a doctor,  if  they  were  di- 
agnosed hypertensive,  and  if  they  were  on  medica- 
tions. 

One  hundred  eighteen  cards  were  returned.  The 
screenee-positives  who  did  not  return  a card  were 
written  or  called.  Thirty-three  persons  over  age  65 
were  not  contacted  if  their  diastolic  blood  pressure 
was  under  90  and  the  systolic  pressure  ranged  be- 
tween 160  and  180.  We  were  unable  to  contact  16 
persons,  so  49  people  were  not  followed.  Of  the  49 
persons,  21  were  on  medications.  Out  of  the  144  fol- 
lowed, 112  persons  had  seen  a doctor,  13  had  ap- 
pointments, and  4 had  had  their  blood  pressure  re- 
checked by  a nurse.  Of  the  total  number  of  screenee- 
positives  we  were  able  to  determine  that  153  had  a 
diagnosis  of  hypertension  and  123  were  on  anti- 
hypertensive therapy.  Of  the  144  persons  followed, 
122  were  diagnosed  as  hypertensive  and  102  were  on 
medications.  Fifty  persons  were  on  their  initial  anti- 
hypertensive therapy  (See  Table  5). 

100  i 


Table  5 

Follow-up  results  of  144  screenee-positive  persons. 
Discussion 

The  number  of  screenee-positive  patients  in  this 
study  closely  parallels  the  national  average  of  15%. 
However,  the  number  of  males  under  50  years  of 
age  who  participated  was  quite  small.  There  could  be 
several  reasons  for  this:  this  age  group  had  em- 
ployment which  made  it  impossible  to  attend  the 


screening  sessions;  fewer  persons  in  this  age  group 
heard  about  the  screening  sessions  or  saw  the  screen- 
ing station  while  visiting  a patient  in  the  hospital  or 
the  younger  males  were  less  concerned  about  health 
problems. 

Of  the  screenee-positives,  73%  were  over  the  age 
of  50.  This  large  percentage  can  be  attributed  to  the 
fact  that  health  problems  increase  with  age  and  that 
elderly  persons  become  more  concerned  with  their 
health.  Over  8%  of  the  screenee-positives  were  be- 
tween the  ages  of  20-40  and  unfortunately  this  is  the 
age  group  who  are  often  asymptomatic  and  less  con- 
cerned about  their  health. 

Our  project  showed  that  69%  of  hypertensives 
were  controlled  with  their  present  medication  (com- 
pared to  50%  by  A.H.A.  statistics).  This  difference 
may  stem  from  the  possibility  that  our  project  drew 
persons  who  were  more  concerned  with  hypertension 
than  the  average  population,  or  the  possibility  that 
patients  are  more  nervous  and  anxious  when  they  go 
to  a doctor’s  office. 

From  the  results  of  our  follow-up  (Table  5),  it 
can  be  seen  that  77%  of  the  screenee-positive  per- 
sons followed  did  see  a physician.  Of  the  144  fol- 
lowed, 84%  were  diagnosed  as  hypertensive,  70% 
were  put  on  medications,  and  35%  received  their 
initial  therapy.  These  statistics  show  that  a screening 
clinic  can  be  an  effective  means  in  discovering  hy- 
pertensive persons  and  in  influencing  them  to  see 
their  physician. 

Table  5 also  shows  that  13%  of  persons  diagnosed 
by  a physician  as  hypertensive  were  not  on  medica- 
tions. True,  some  of  these  persons  were  non-compli- 
ers  who  just  did  not  take  their  medications  as  ordered 
or  did  not  go  to  their  doctor  regularly.  However, 
some  physicians  did  not  feel  that  their  condition  was 
at  a stage  which  warranted  medication.  This  is  in 
disagreement  with  Kaplan  (1975)  who  believes  that 
“benign”  essential  hypertension  is  not  really  “be- 
nign”. Tobian  (1975)  advises  treating  hypertension 
even  if  borderline  or  if  found  in  the  elderly.  Kaplan 
states  that  a blood  pressure  of  150/100  is  dangerous 
in  relation  to  life  expectancy. 

Both  the  large  number  of  persons  participating  in 
the  project  (1268) — which  was  more  than  1 person 
each  3 minutes — and  the  large  percentage  of  persons 
(89%)  who  did  something  positive  about  their  high 
reading  shows  that  the  general  population  are  con- 
cerned about  their  blood  pressure  and  are  willing  to 
accept  the  services  of  a professionally  conducted 
screening  clinic. 

Recommendations 

Case  finding  is  essential,  but  it  must  be  ac- 
companied by  intensive  public  education.  While  peo- 
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pie  appreciated  the  convenience  of  having  their 
blood  pressure  checked,  they  also  had  many  con- 
cerns and  questions  about  high  blood  pressure.  The 
consumers  of  health  care  want  to  be  educated.  They 
desire  to  know  about  their  illness  and  preventive 
health  care. 

The  adjustment  to  primary  hypertension  begins 
with  developing  an  awareness  of  the  condition.  Pa- 
tients who  understand  and  accept  their  condition  are 
more  likely  to  cany  out  the  physician’s  orders. 
Rosenberg  (1971)  clearly  defines  the  three-failure 
concept:  The  clinical  failure  whose  primary  di- 
agnosis is  worsened  because  of  an  unavoidable  ex- 
acerbation, the  medical  failure  for  whom  medical 
science  can  provide  no  cure,  and  the  educational 
failure  or  the  patient  who  will  not  follow  a pre- 
scribed regimen.  Something  can  be  done  about  the 
educational  failure.  Caldwell,  et  al.  (1970)  found 
that  people  discontinued  anti-hypertensive  medica- 
tion because  they  felt  well,  couldn’t  afford  it,  were 
discouraged,  received  poor  instruction  or  experienced 
side  effects. 

As  an  educational  center,  the  hospital  offers  a 
unique  advantage.  It  is  relevant,  education  is  a part 
of  patient  care  and  it  has  health  workers  who  can 
provide  the  education.  Education,  alone,  will  not  get 
hypertensives  under  treatment.  While  some  patients 
have  no  doctor,  others  object  to  the  long  waits  and 
cost  of  blood  pressure  checks.  It  is  necessary  for 
physicians  to  delegate  certain  aspects  of  follow-up  to 
other  health  professionals.  Wilbin  and  McCombs 
(1975)  prove  that  nurse  specialist  clinicians  have  a 
definite  effect  on  the  success  of  anti-hypertensive 
therapy,  including  compliance.  More  hospitals  should 
provide  the  type  of  health  care  that  does  not  require 
complicated  medical  care. 

Conclusion 

Hypertension  is  a major  health  problem.  It  is  es- 
sential that  we  discover  this  disease  and  provide  edu- 
cation as  well  as  treatment  of  the  hypertensive.  To  be 
effective,  treatment  must  be  long  term  and  be  under 
medical  surveillance  in  order  to  get  the  active  par- 
ticipation of  the  patient.  Although  we  reached  less 
than  2%  of  the  population  of  the  Sioux  Falls  area,  it 
is  important  that  vigorous  efforts  be  made  to  find  and 
treat  all  patients  with  elevated  pressure.  This  project 
shows  that  hypertension  is  often  undetected,  unre- 
ported,  and  undertreated. 
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ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL  AS- 
SOCIATIONS WITH  WHOM  YOU  ARE  ASSOCI- 
ATED. REFERENCES  TO  QUALIFIED  INQUIRIES  ARE 
GLADLY  FURNISHED. 

39th  & MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  “Chuck”  Point,  Mgr.  Home  phone  336-3168 
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LABORATORY  AIDS 


Letters  To  The 
Editor 

Please  accept  my  appreciation  and  thanks  for  a 
South  Dakota  State  Medical  Association  Scholarship 
for $1295. 

In  giving  this  full  tuition  scholarship  each  year  to 
a freshman,  the  State  Medical  Association  is  showing 
real  support  for  the  students,  the  school  and  the  state. 

This  scholarship  will  be  a great  help  to  me,  so 
thank  you  again  for  your  kindness. 

Sincerely  yours, 
Jerome  L.  Anderson 
808  Jefferson  St. 
Vermillion,  SD  57069 


FAMILY  PRACTITIONER  WANTED 

Family  practitioner  wanted  to  join  corporate  group 
of  five  physicians.  Liberal  fringe  benefits:  profit 
sharing,  health  insurance,  life  and  disability  insur- 
ance, malpractice  insurance.  Medical  building  ad- 
jacent to  52  bed  accredited  hospital.  Clerkship  site 
for  Medical  School.  College,  two  lakes,  great  fishing, 
hunting  and  water  sports.  Rapid  growing  community. 
Southeastern  South  Dakota.  Population  — 6,600, 
serving  area  of  20,000.  For  complete  details  write 
or  call: 

Terry  T.  Kass 

The  Madison  Clinic,  Ltd. 

903  North  Washington 
Madison,  South  Dakota  57042 
Office:  (605)  256-4564 
Home:  (605)  256-6212 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

President  — Durward  M.  Lang,  M.D.,  Sioux  Falls, 
South  Dakota 

Vice  President  — Robert  D.  Bloemendaal,  M.D.,  Rapid 
City,  South  Dakota 

Secretary-Treasurer  — James  A.  Rud,  M.D.,  Watertown, 
South  Dakota 


BONE  MARROW  EXAMINATION 

Many  physicians  perform  their  own  bone  marrow 
examination  and  interpret  them.  Others  perform  the 
examination  and  send  the  slides  away  for  interpreta- 
tion by  a pathologist  or  hematologist.  In  order  to  be 
most  helpful  this  procedure  should  be  carried  out 
prior  to  transfusion  therapy  or  treatment  with  folate, 
Br2  or  other  drugs. 

If  a doctor  sends  the  bone  marrow  away  for  in- 
terpretation, there  are  several  things  that  can  be  of 
great  help  to  the  interpreting  physician.  First,  record- 
ing a brief  history  and  physical  examination  along 
with  hematologic  data  is  often  essential  in  arriving 
at  a correct  diagnosis.  Second,  send  a peripheral 
blood  smear  which  is  taken  at  the  same  time  as  the 
bone  marrow  examination.  Third,  the  aspirated 
specimen  of  the  bone  marrow  is  truly  an  aspirate. 
The  material  should  be  obtained  by  a short  quick 
jerk  yielding  1-2  cc  of  marrow  particles.  It  is  the 
particles  which  should  then  be  smeared  onto 
the  slides.  Dilution  with  peripheral  blood  can 
make  a diagnosis  impossible.  Fourth,  any  marrow 
particles  that  are  not  smeared  should  be  placed  in 
formalin  and  sent  so  that  the  clot  can  be  sectioned. 

In  most  cases,  a very  helpful  procedure  is  the 
bone  marrow  biopsy.  This  is  probably  best  per- 
formed in  the  posterior  iliac  crest.  Bone  marrow 
biopsy  can  be  accomplished  with  any  of  a number 
of  trephine  needles.  Our  own  preference  is  for  the 
Jamshidi  needle  from  Kormed,  Inc.  The  bone  mar- 
row biopsy  can  often  detect  metastatic  carcinoma 
and  granulomas  which  cannot  be  seen  in  the  aspi- 
rated specimen.  It  is  excellent  for  the  detection  of 
lymphoma  with  involvement  of  the  bone  marrow 
and  may  be  necessary  to  diagnose  myelofibrosis  or 
leukemia  in  which  the  marrow  cannot  be  aspirated. 

John  F.  Barlow,  M.D. 
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Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  11, 1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
thinking  in  this  vital  area. 

X.PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3.  When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4»PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator's  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7* PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8. Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  • PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  .When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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The  largest  number  of  bills  ever  affecting  medicine  were  introduced  and  considered  during  the  1976 
legislative  session  recently  ended.  Your  Association  sponsored  twelve  bills,  all  pertaining  to  the  malpractice 
situation.  While  we  were  not  successful  in  getting  all  twelve  passed,  the  Legislature  did  pass  six  of  these  bills, 
and  certainly  this  is  a most  important  step  in  alleviating  our  state’s  malpractice  problem.  The  bills  passed 
included  one  to  establish  a system  for  voluntary  and  binding  arbitration,  another  appropriating  $50,000  to 
fund  this  arbitration  panel,  a third  requiring  malpractice  insurance  carriers  to  file  reports  on  malpractice 
claims  with  the  Division  of  Insurance,  and  enabling  legislation  to  allow  physicians  in  a five  state  area  to  estab- 
lish a mutual  insurance  company.  One  of  the  more  significant  bills  passed  was  that  lowering  the  statute 
of  limitations  to  three  years.  Another  bill  passed  placed  a $500,000  top  limit  on  general  damages  in  a mal- 
practice action. 

Due  to  the  many  bills  sponsored  by  our  Association  and  several  others  which  were  endorsed  or 
opposed  and  which  required  considerable  attention,  your  Association  lobbyists  spent  many  long,  hard  hours 
in  Pierre,  talking  with  legislators,  making  numerous  committee  appearances.  A number  of  member  physicians 
also  spent  time  in  Pierre  contacting  their  legislators,  and  certainly  these  combined  efforts  were  responsible 
for  a successful  session.  The  legislators  during  this  session  were  most  understanding  of  our  situation  and 
made  a sincere,  honest  attempt  to  address  the  malpractice  problem.  Certainly  we  should  contact  our  local 
legislators  and  express  our  appreciation  for  their  interest  and  support. 

In  looking  forward  to  the  1977  session,  certainly  the  malpractice  problem  will  be  important  in  planning 
our  legislative  program.  Also,  be  assured  that  chiropractic  legislation  will  continue  to  be  introduced  and 
present  major  problems  for  us.  For  the  Association  to  continue  to  work  successfully  with  the  Legisla- 
ture, it  is  imperative  that  physicians  indicate  a greater  interest  in  legislative  affairs.  Hopefully  some  phy- 
sicians will  become  interested  enough  to  participate  in  the  legislative  process  at  some  level.  The  strength  of 
our  Association  lies  in  the  commitment  and  active  participation  of  its  members. 

Sincerely, 

G.  E.  Tracy,  M.  D. 

President 

South  Dakota  State  Medical  Association 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 
Lecture  #8 


CLINICAL  PATTERNS  OF  CEREBELLAR  LESIONS 


by 

George  C.  Flora,  M.D.* 


Cerebellar  lesions  make  their  presence  known  by 
incoordination.  The  incoordination  usually  effects 
both  sides,  one  side  may  be  more  severe  and  be 
more  complained  of  but  bilaterality  is  much  more 
common  and  should  be  sought  by  examination. 

Bilateral  ataxia  in  the  staggering  unsteady  child  is 
caused  by  toxins,  chicken  pox  or  inherited  degener- 
ations. The  childhood  toxic  ataxias  have  cerebral 
signs  of  inebriation  sedation.  They  are  rapidly  reversi- 
ble in  hours  or  days.  Post  infectious  ataxia  occurs 
suddenly  with  or  without  obvious  skin  lesions  and  is 
severe  and  it  clears  slowly  over  weeks  to  months. 
The  “spinocerebellar  ataxias”  occurs  in  families  who 
are  aware  of  its  existence  and  the  youngster  who  is 
becoming  ataxic  is  brought  only  for  confirmation. 
They  have  a slow  unrelenting  course  over  many 
years. 

Bilateral  ataxia,  “the  drunken  gait,”  of  adults  is 
caused  by  toxins,  M.S.  or  parenchymatous  cerebellar 
degeneration.  The  toxic  ataxia  of  adults  is  different 
from  children,  caused  by  “social  toxins”  which  may 
show  surprisingly  little  evidence  of  sedation  or 
inebriation.  In  such  reliance  on  the  rapidly  reversible 
picture  and  the  repetitive  pattern  is  the  basis  of 
diagnosis.  Unsteady,  incoordinated  young  adults,  of 
more  than  a day’s  duration,  usually  have  M.S.  His- 
tory of  previous  ataxia  is  unusual,  but  history  of 
previous  “double  vision,”  transient  “blindness,” 
“numbness”  (of  anything  lasting  five  days  or  more), 
true  “spinning”  vertigo  or  hemiparesis  is  likely!! 
True  vertigo  sufficient  to  warrant  “holding  on” 
historically  helps  more  often  than  the  others. 


* Professor  and  Chief  of  Neurology,  USD  School  of  Med- 
icine, Glidden  Hall,  Sioux  Falls  College,  Sioux  Falls,  S.D. 


Continuous  unsteadiness,  growing  worse  with  the 
months,  occurs  in  adults  over  forty.  These  ataxic 
humans  will  be  brought  to  you  by  “concerned  second 
parties”  after  the  involved  one  has  repeatedly  fallen 
and  received  injury.  The  patient  frequently  is  quite 
unconcerned.  The  ataxia  will  be  of  the  legs,  which 
have  normal  appreciation  of  position,  and  will  spare 
the  arms  rather  completely  The  speech  will  usually 
be  very  normal,  without  dysarthria.  The  eyes  will 
show  little  nystagmus.  Many  of  these  individuals  will 
have  been  “teetotalers”  or  at  least  “deacon  candi- 
dates” even  though  they  have  destroyed  the  Purkinje 
cell  layer  of  the  cerebellum  with  many  years  of 
alcohol  abuse  and/or  malnutrition.  These  are  the 
Parenchymatous  Cerebellar  Degenerations. 

Oldsters  who  come  or  are  brought  to  the  office  be- 
cause of  falling  are  common.  The  ones  who  have  true 
wide  based,  “drunken”  gait,  who  tend  to  fall 
more  on  turning  corners  (cerebellar  ataxia)  are  not 
frequent.  More  are  weak,  hemiparetic  or  partially 
blind.  When  it  occurs,  ataxia  often  has  developed 
within  weeks  to  months  and  is  due  to  metastatic 
lesions  to  the  cerebellum  from  the  lungs.  Occasional- 
ly an  untreated  “Chemaphiliac,”  alcoholic  type,  are 
durable  and  live  beyond  their  average  expectancy  of 
51  years  and  show  up  in  the  metastatic  age  range.  In 
these  the  onset  has  been  more  slow,  over  years  not 
weeks  to  months.  Here  “stocking”  hypaesthesis  and 
hvpalgesia  of  neuropathy  is  evident,  as  is  loss  of 
mental  faculties.  These  are  classical  “Korsakoffs.” 

Ataxia  in  oldsters,  has  within  the  past  twenty 
years,  become  a less  malignant  sign  complex  than 
previously.  In  this  period  of  “medical  miracles,” 
there  have  been  developed  pharmaceuticals  that  take 
away  all  the  discomforts  of  humans.  No  oldster  need 
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feel  sad,  nervous,  lonely,  bitter,  angry  or  have  pain, 
for  now  medicine  has  a “pill”  for  each.  The  “pill” 
used  (tranquilizers,  antidepressants,  hypotensive 
agents,  and  sedatives)  often  produces  true  ataxia 
which  responds  well  to  the  discontinuance  of  the 
medication.  Many  of  the  most  seemingly  harmless 
agents,  even  cardiac  and  hypotensive  medications, 
have  this  effect  and  a high  index  of  suspicion  of  all 
drugs  is  needed  when  one  diagnoses  unexplained 
ataxia  in  oldsters. 


MODERN  PRESS,  INC. 

A South  Dakota  Printer  interested  in  helping 
you  the  Physician  with  your  printing  needs. 
Please  contact  Modern  Press  if  you  need 
quality  letterheads,  envelopes,  business 
forms,  etc.  Call:  336-2377  or  Write: 

Modern  Press,  Inc. 

808  West  Avenue  North 
Sioux  Falls,  S.D.  57104 


Choice  Space 
Available 

KOENIG 

PROFESSIONAL 

BUILDING 

1320  South  Minnesota 
Sioux  Falls,  South  Dakota 

Excellent  Location 
Good  Parking 
Competitive  Rent 

Call  Schmidt  Realtors 
Phone  605-336-0350 


Stairway-Elevator 


Phone  us  toll  free 
for  more  information 
1-800-952-3968 


Kreiser’s  Surgical,  Inc. 

1220  5.  Minn.  Ave. 

Sioux  Falls,  SD  57105 

PUTTING  PEOPLE  IN  MOTION 
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The  Mitchell  District  Medical  So- 
ciety elected  the  following  offi- 
cers for  1976:  Charles  Monson, 
M.D.,  Parkston,  President;  and 
B.  R.  Skogmo,  M.D.,  Mitchell, 
Secretary-Treasurer. 

jfs 

Lynn  DeMarco,  M.  D.,  Sioux 
Falls,  has  been  elected  a Fellow 
of  the  American  College  of  Aller- 
gists and  a Fellow  of  the  Ameri- 
can Association  of  Certified  Al- 
lergists. 

* * * * 

The  Whetstone  Valley  District 
Medical  Auxiliary  presented  a 
check  for  $100  to  Carol  Zielike 
of  Milbank,  a freshman  medical 
student  at  the  University  of  South 
Dakota. 

5|c  :{:  ^ 

Participants  in  a public  one  day 
seminar  on  food  as  a means  of 
improving  and  maintaining  health 
held  at  McKennan  Hospital, 
Sioux  Falls,  included  Thomas 
Aceto,  M.  D.,  Lynn  DeMarco, 
M.  D.,  John  Donahoe,  M.  D.  and 
Loren  Tschetter,  M.  D. 

* * * * 

Warren  Jones,  M.  D.,  Sioux 
Falls,  spoke  on  medications  for 
ostomates  at  a recent  meeting  of 
the  Siouxland  Ostomy  Associa- 
tion. 

* * * * 

Members  of  the  Britton  Lions 
Club  heard  G.  E.  Tracy,  M.  D., 
State  Association  President  from 
Watertown,  speak  on  the  status 
of  the  medical  profession  in 
South  Dakota  including  rural 
health  care,  malpractice  insur- 
ance and  the  USD  Medical 

School. 


George  C.  Flora,  M.D.,  Sioux 
Falls,  lectured  on  “Confusion, 
Semi-Coma  and  Coma”  at  an  ed- 
ucational program  for  profession- 
al people  held  at  the  Fort  Meade 
V.  A.  Hospital. 

* * * * 

Warren  Jones,  M.D.,  Sioux  Falls, 
announced  his  resignation  as  as- 
sistant dean  for  the  USD  Medical 
School.  He  was  appointed  to  that 
position  in  1964,  and  will  con- 
tinue to  serve  as  clinical  professor 
of  internal  medicine.  Jack  Mob- 
ley, M.D.,  Sioux  Falls,  will  as- 
sume the  full-time  post  of  assis- 
tant dean. 

* * * * 

Officers  for  1976  for  the  Black 
Hills  District  Medical  Society  in- 
clude R.  J.  Bareis,  M.D.,  Presi- 
dent; Matthew  Langenfeld,  M.D., 
Vice  President;  and  A.  J.  Barrett, 
M.D.,  Secretary-Treasurer. 

* * * * 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Gonzalo  Sanchez,  M.  D.,  Sioux 

Falls,  has  been  certified  by  the 
American  Board  of  Neurological 
Surgery. 

:{c  % 

Dr.  and  Mrs.  Reding  have  re- 
turned from  Tobago,  West  Indies, 
where  he  attended  the  fifth  An- 
nual Winter  Seminar  sponsored 
by  the  Minnesota  Academy  of 
Family  Physicians. 

Hs  * * * 

The  USD  Medical  School  and  the 
Fort  Meade  Veterans  Adminis- 
tration Hospital  announced  that 
the  Fort  Meade  V.  A.  facility  will 
participate  in  providing  clinical 
experience  to  senior  medical  stu- 
dents by  offering  elective  classes 
in  internal  medicine,  general  sur- 
gery, general  psychiatry  and  alco- 
holism beginning  in  August  1976. 
* * * * 


G.  A.  Landmann,  M.D.,  long 
time  Scotland  physician,  died 
at  age  95.  Dr.  Landmann,  a 
native  of  Scotland,  graduated 
from  Rush  Medical  School, 
Chicago  in  1912  and  returned 
to  Scotland  where  he  practiced 
for  55  years.  He  served  as  the 
mayor  of  Scotland  for  18  years 
and  was  selected  South  Dako- 
ta’s general  practitioner  of  the 
year  in  1956.  Survivors  in- 
clude two  sons,  Paul,  Seattle, 
Washington,  and  Gus,  Tomah, 
Wisconsin,  a daughter,  Mrs. 
Ruth  Frost,  Daphne,  Alabama, 
a brother,  Paul,  Joliet,  Illinois, 
12  grandchildren  and  17  great 
grandchildren. 
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FOR  THE  HYPOCHONDRIAC 
Makes  a beautiful  blue  solution.  Perfectly  harm- 
less. 

Sulphate  of  Copper  gr  ii 
Aqua  Pura  ® O ii  m 
S.  Teaspoonful  every  morning 

Shaffer 

TREATMENT  OF  ACUTE  LARYNGITIS 
Begin  with  Saline  purgatives,  Ipecac,  Opium  and 
inhalation  of  steam,  also  slacking  lime. 

In  chronic  laryngitis  give  stimulating  treatment. 
Syphilitic  laryngitis.  Give  stimulating  and  supportive 
treatment,  Iodine  of  Potassium  combined  with  Bi- 
chloride of  Mercury.  Touch  the  sores  with  a solu- 
tion of  Nitrate  of  Silver  LX  gr  to  I. 


PHTHISIS  PULMONALIS 

Sympt.  1st.  Dyspepsia  associated  with  acidity  of 
stomach  and  vomiting.  2nd.  Increased  body  heat 
from  98bi  to  102  or  105.  Pulse  up  to  100  or  110 
or  120.  Dry  cough  and  Hectic  flush,  Sputa  in  round 
pellets-  Depressed  Vitality  and  toward  close  of  life 
Collignative  diarrhea  and  night  sweats.  Fistula  in 
Ano  and  Bed  sores.  Measure  walls  of  chest  with 
tape  to  see  if  they  correspond. 

Treatment.  Endeavor  to  maintain  stomach  intact 
from  beginning  to  end.  Attend  to  it  the  first  thing. 
Correct  its  acidity  with  Carbonate  of  Potassa  and 
Sub  Nit.  of  Bismuth  Tablespoonful  of  lime  water 
to  Cup  of  milk— Soon  as  the  stomach  will  bear  it, 
give  whisky  in  small  doses,  and  Cod  Liver  Oil.  For 
night  sweats,  pain  and  debility  give  Himes  pills 
composed  of  Opium,  Ipecac,  Quinine  and  digitalis — 
or  for  night  sweats  alone  give  a pill  every  night 
composed  of  Ex  of  Henbane  and  Oxide  of  Zinc 
aa  gr  //.  In  a majority  of  cases  it  is  necessary  to 
treat  stomach  two  or  three  weeks  before  giving 
specifics.  Give  Cod  Liver  Oil  etherized  and  hold  the 
breath  until  the  bubble  bursts.  Sponge  with  tepid 
water  for  night  sweats  also. 


PHYSICIANS  WANTED 

GENERALISTS  and  SPECIALISTS  working  together 
to  make  Hartford  a bettei  piace  to  live  and  prac- 
tice medicine.  Thirteen  physicians  presently  serve 
the  area  in  two  clinics  and  solo  practice.  There  is  a 
need  for  more  physicians  to  serve  this  fast  growing 
area — particularly  in  Family  Practice  and  Internal 
Medicine. 

* New  hospital  with  excellent  facilities  com- 
pleted in  1 974. 

* Population  of  7,000.  Service  area  population 
30,000  and  increasing  rapidly. 

* Rural  community  flavor,  close  to  lakes,  ski 
areas  and  other  recreation. 

* 30  minutes  from  major  cultural,  educational 
and  social  resources. 

This  invitation  to  Hartford,  Wisconsin,  is  the  co- 
operative effort  of  the  physicians,  clinics,  hospital 
and  interested  community  leaders.  Please  contact: 
Hartford  Physicians  Search  Committee,  c/o  N.  K. 
Reynolds,  Hartford  Memorial  Hospital,  1032  E. 
Sumner  St.,  Hartford,  Wisconsin  53027.  Phone: 
414-673-2300. 


PSYCHIATRIC  RESIDENCY 

Vacancies  for  positions  for  those  who  have  a 
regular  Iowa  license  or  can  obtain  one  by 
reciprocity  or  via  the  FLEX. 

Prepare  for  career  in  private  practice,  com- 
munity clinics  or  hospital  based  psychiatry. 
Emphasis  on  close  supervision  of  intensive  in- 
dividual and  group  psychotherapy,  OPD,  Chil- 
dren’s Unit,  Adolescent  Unit.  Neurology  affili- 
ation with  University  of  Iowa.  The  stipends 
are:  1st  year,  $20,280;  2nd  year,  $21,294;  3rd 
year,  $22,360.  Intensity  and  diversity  of  train- 
ing program  appreciated  best  by  personal  visit. 

Superintendent 
Mental  Health  Institute 
Cherokee,  Iowa  51012 

Equal  opportunity  employer. 

Call  collect:  (712)  225-2594 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


THIRTEEN  YEAR  OLD  GIRL  WITH  ONE  MONTH 
HISTORY  OF  BACK  PAIN  AND  LIMP 


L.  Gilbert  Thatcher,  M.D.* 

Pediatrician-Discusser 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist — Editor 


CASE  NO.  659711 

DR.  BARLOW:  Today’s  case  presentation  concerns 
a young  girl,  first  seen  by  Dr.  Van  Demark,***  who 
will  give  the  case  presentation. 

This  13-year  old  Caucasian  female  had  a one  month 
history  of  progressive  back  pain  and  limp  located  mainly 
on  the  right  side.  There  was  a history  of  10  pound  weight 
loss  and  mild  anorexia  but  no  other  systemic  symptoms. 
PHYSICAL  EXAMINATION:  temperature  98°F,  pulse 
80/min.  and  regular,  respirations  20/min.  and  regular,  weight 
80  lbs.  12  ozs,  blood  pressure  110  systolic  and  80  diastolic. 
The  patient  was  a thin  girl  complaining  of  mild  distress  in 
the  right  hip.  Examination  of  the  head  and  neck  was  unre- 
markable. There  was  no  significant  palpable  adenopathy. 
The  chest  was  clear  to  auscultation  and  percussion.  The 
heart  had  a normal  rhythm  with  no  murmurs.  The  ab- 
domen showed  no  palpable  organs  or  masses.  There  was 
very  mild  limitation  of  motion  of  the  right  hip. 

IMAGING  DATA:  Initial  chest  films  showed  scattered 
nodular  densities  in  the  lungs,  some  increased  densities 
along  inferior  margin  of  the  right  fourth  rib.  Views  of  the 
pelvis  showed  mixed  osteolytic  and  osteoblastic  changes  in 
the  right  ilium.  The  remainder  of  the  bone  survey  was 
unremarkable.  Bone  scan  revealed  increased  uptake  of  the 
whole  right  ilium  and  ischium  on  the  right.  There  was  also 
abnormality  in  the  left  pubis  and  ischium.  Scan  of  the 
liver  and  spleen  were  within  normal  limits. 
LABORATORY  DATA:  urinalysis — straw  colored,  cloudy, 
specific  gravity  1.017,  pH  7.0,  negative  for  protein,  glucose, 
ketone  bodies,  bile  and  hemoglobin;  sediment  revealed  a 
rare  white  cell.  Hemoglobin  12.0  gms/dl,  red  count  4.29 
million  /mm3,  hematocrit  36  vols/dl,  mean  corpuscular 
hemoglobin  38  micromicrograms,  mean  corpuscular  volume 
85  cubic  micra,  mean  corpuscular  hemoglobin  concentra- 


*  Pediatrician,  Oncologist  and  Hematologist,  Sioux  Valley 
Hospital;  Professor  of  Pediatrics  and  Adolescent  Medi- 
cine, School  of  Medicine,  The  University  of  South  Da- 
kota. 

**  Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Med- 
icine, University  of  South  Dakota. 

***Orthopedic  Surgeon,  Sioux  Valley  Hospital;  Professor 
of  Orthopedics,  School  of  Medicine,  The  University  of 
South  Dakota. 

fRadiologist,  Sioux  Valley  Hospital;  Clinical  Faculty, 
School  of  Medicine,  The  University  of  South  Dakota. 


tion  35%,  total  leukocyte  count  6100/mm3,  with  30%  seg- 
mented neutrophils,  10%  eosinophils,  and  60%  lympho- 
cytes. The  red  cells  were  normochromic  normocytic  and 
the  platelets  normal  in  number  and  morphology  on  the 
smear.  A sedimentation  rate  was  30  mm /hr.  The  lactic 
dehydrogenase,  aspartate  aminotransferase,  total  bilirubin, 
calcium,  uric  acid,  creatinine,  blood  urea  nitrogen  glucose, 
and  cholesterol  were  within  relatively  normal  limits.  In- 
organic phosphorus  was  5.2  ings/dl  (normal  2. 3-4.7  mgs/dl), 
alkaline  phosphatase  114  international  units/ liter  (normal 
25-120  international  units/liter).  An  electrophoresis  showed 
a total  protein  of  7.0  gms/dl,  albumin  3.6  gms/dl,  alpha 
I globulin  0.3  gms/dl,  alpha  II  globulin  0.9  gms/dl,  beta 
globulin  1.0  gms/dl,  gamma  globulin  1.2  gms/dl.  Prothrom- 
bin time  13.0  seconds  with  a 12.0  second  control.  A biopsy 
was  performed. 

DR.  BARLOW:  Dr.  Breit,  will  you  show  the  x-rays? 
|DR.  DONALD  L.  BREIT:  We  have  a very 
characteristic  picture  of  osteolysis  and  osteosclerosis 
in  the  ilium  which  is  very  typical  of  Ewing’s  tumor. 
(Fig.  1)  This  lateral  view  shows  the  characteristic 
onion-skin  appearance  due  to  elevation  of  the 
periosteum  by  tumor,  which  is  often  seen  in  the  long 
bones  and  is  rather  uncommon  in  the  flat  bones. 


Figure  1 

Abnormal  osteolytic  and  osteosclerotic  lesion  of  ilium. 
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(Fig.  2)  One  cannot  tell  whether  the  sacrum  is  in- 
volved on  this  film  but  it  is  usually  wise  to  assume 
that  it  is.  As  in  cancer  of  the  skin,  the  disease  is  al- 
ways more  extensive  than  it  appears.  The  chest  films 
show  bilateral  pulmonary  metastases  which  are  ex- 
tremely difficult  to  show  but  they  are  definite. 


Figure  2 

So  called  “onion  skinning”  due  to  lifting  of  periosteum  by 
tumor  and  laying  down  of  bone  in  layers  as  tumor  pushes 
periosteum  outward. 

DR.  BARLOW:  Dr.  Van  Demark  then  performed  a 
biopsy  on  this  case.  The  tumor  showed  a homo- 
geneous composition  of  small  cells  with  scanty  cyto- 
plasm and  round  oval  nuclei.  No  rosettes  were  seen. 
(Fig.  3)  The  differential  diagnosis  in  this  age  group 
would  be  between  a Ewing’s  tumor  and  a metastatic 
neuroblastoma  which  is  usually  seen  in  a younger 
patient.  The  x-ray  picture  plus  this  histology  certain- 
ly is  more  suggestive  of  Ewing’s  tumor.  Another  help- 
ful test  is  the  fact  that  the  PAS  stain  (periodic  acid 
schiff)  shows  a positive  staining  in  the  cytoplasm  of 
the  tumor  cells.  I think  there  can  be  little  doubt  that 
this  case  represents  a Ewing’s  tumor. 


Figure  3 

Round  cell  sarcoma  consistent  with  Ewing’s  Tumor. 


DR.  L.  GILBERT  THATCHER:  I would  like  to 
review  the  evaluation  of  this  disease  as  manifested  in 
this  patient.  First,  a careful  assessment  of  the  af- 
fected bone  is  important.  The  management  of  this 
disease  incorporates  a multi-disciplinary  approach 
using  different  modalities  of  therapy.  It  is  important 
to  know  the  extent  of  the  local  lesion  since  radio- 
therapy and  chemotherapy  can  give  rise  to  tissue 
damage.  Ewing’s  tumor  arises  in  bone  but  can 
significantly  involve  the  soft  tissue.  The  extent  of  this 
involvement  should  be  known.  One  would  also  want 
to  know  about  the  function  of  the  adjacent  joints  and 
whether  there  is  involvement  of  the  regional  lymph 
nodes.  In  addition  to  the  careful  radiologic  assess- 
ment of  the  lesion,  neurologic  evaluation  is  also  im- 
portant. Damage  to  the  nervous  system  can  arise 
from  the  disease  or  as  a complication  of  the  therapy. 

I should  point  out  that  in  this  case  many  classic 
features  of  Ewing’s  sarcoma  are  present.  However, 
especially  in  the  young  child,  the  differential  di- 
agnosis of  metastatic  neuroblastoma  must  be  serious- 
ly considered.  Occasionally,  osteomelitis  may  mimic 
Ewing’s  tumor.  The  estimation  of  VMA  (Vanil 
Mandelic  Acid)  in  the  urine  is  helpful  in  differential 
diagnosis.  VMA  may  be  positive  in  cases  of  neuro- 
blastoma and  if  significantly  elevated,  makes  the 
diagnosis  of  Ewing’s  tumor  extremely  unlikely. 

A search  for  metastatic  tumor  should  be  made  in 
each  patient.  This  should  include  an  x-ray  metastatic 
survey  of  the  bones,  chest  films  and  a bone  scan.  A 
bone  marrow  aspiration  may  help  detect  metasta- 
sis of  the  tumor.  In  this  case,  there  was  evidence  of 
disease  in  the  opposite  pubis  and  ischium  on  the 
bone  scan  and  the  chest  film  showed  metastatic 
disease.  Occasionally,  when  one  is  worried  about  soft 
tissue  disease,  a lymphangiogram  or  arteriogram  may 
be  helpful.  The  metastatic  pattern  of  this  tumor 
favors  spread  to  lungs,  lymph  nodes,  other  bones, 
and  occasionally  to  the  central  nervous  system.  If 
there  are  any  central  nervous  system  symptoms  at 
all,  a lumbar  tap  and  further  evaluation  of  the  central 
nervous  system  should  be  performed. 

In  this  case,  with  the  disease  widespread,  surgery 
had  little  to  offer  and  combined  chemotherapy  and 
radiation  therapy  were  chosen.  Dr.  Breit  will  discuss 
the  radiotherapy  of  this  lesion. 

DR.  BREIT:  Anytime  you  are  confronted  with  a 
malignancy  in  a child,  you  have  a tremendous  re- 
sponsibility and  a tremendous  challenge.  If  you  can 
cure  the  disease,  the  patient  may  have  a life  ex- 
pectancy of  50  to  60  years.  On  the  other  hand,  if  we 
are  so  heroic  in  our  therapy  that  we  cure  the  disease 
but  leave  crippling  complications,  we  have  not  ac- 
complished much.  Our  objectives  are  to  prolong  life 
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with  comfort  as  much  as  possible.  In  Ewing's  tumor, 
we  are  dealing  with  a disease  which  has  been  con- 
sidered up  to  the  present  time  as  a fatal  bone  lesion. 
The  site  of  the  primary  lesion  is  very  important. 
Ewing’s  tumor  of  the  extremities  has  a much  better 
prognosis  than  those  which  start  in  the  scapula,  ribs, 
spine  and  ilium.  Once  we  have  determined  the  ex- 
tent of  the  local  lesion,  we  have  to  determine  the 
extent  of  therapy.  We  do  not  want  to  leave  the  child 
with  crippling  complications.  We  have  to  be  a little  bit 
on  the  conservative  side  in  management  of  a case 
such  as  we  have  today  since  we  have  bilateral  chest 
metastases  and  another  bone  lesion.  The  present 
trend  in  radiotherapy  is  to  treat  the  patient  with  high 
doses  of  irradiation.  This  is  especially  true  of  the 
lesions  in  the  extremities,  where  the  complications  of 
radiotherapy  are  less  severe.  When  you  are  treating 
lesions  of  the  pelvis  such  as  in  this  case,  you  must 
consider  possible  complications  of  the  bowel  or  other 
organs  such  as  the  bladder.  When  I first  saw  this 
child,  she  had  a soft  tissue  mass  (which  was  tender  and 
painful)  over  the  crest  of  the  ilium.  It  seemed  to  be 
growing  rapidly  and  it  appeared  that  the  incision 
might  be  about  to  break  down.  Therefore,  some  im- 
mediate therapy  was  urgent.  Over  a period  of  fif- 
teen days,  we  administered  3400  rads.  This  is  a con- 
servative dose.  We  also  treated  the  sacrum  assuming 
it  was  involved.  I was  not  much  worried  about  dam- 
age to  the  bladder  except  for  the  fact  that  cyclo- 
phosphamide can  also  cause  damage  to  the  bladder. 
When  combination  therapy  is  used,  one  must  con- 
sider the  added  effects  of  the  different  forms  of 
treatment.  Because  of  temporary  drop  in  the  white 
count  and  a drop  in  the  hemoglobin  level,  therapy 
was  temporarily  discontinued.  Patients  with  low 
hemoglobins  often  do  not  respond  as  well  as  those 
with  normal  hemoglobin.  When  the  hematologic 
studies  again  rose,  we  gave  another  1000  rads  over 
one  and  one-half  weeks.  Unfortunately,  during  this 
time  the  pulmonary  nodules  increased  in  size  slightly. 
(Fig.  4)  Because  of  this  and  some  pleural  involve- 
ment we  gave  1300  rads  to  the  midplane  of  both 
lungs  over  a period  of  ten  days.  We  also  treated  the 
pleura.  I used  the  conservative  dose  instead  of  the 
higher  dosage,  1600  rads  which  is  a common  dose.  I 
have  seen  patients  develop  radiation  pneumonitis 
with  this  higher  dose  schedule.  The  therapy  resulted 
in  disappearance  of  the  chest  nodules. 

There  have  been  thousands  of  Ewing’s  tumors  re- 
ported, but  only  about  100  have  survived  five  years 
or  more.  In  one  large  series  of  229  cases  from  the 
Mayo  Clinic,  22%  of  the  lesions  from  the  extremities 

*Specialist  in  Internal  Medicine,  Sioux  Valley  Hospital; 
Clinical  Faculty,  School  of  Medicine,  The  University  of 
South  Dakota. 


Figure  4 

Fluffy  nodules  near  left  hiluni  represent  metastatic  disease. 
There  is  a less  distinct  lesion  in  right  hiluni. 


survived  five  years,  while  only  8%  of  those  in  the 
central  skeleton  showed  this  survival.  This  was  a 
large  series  of  cases  over  a long  period  of  time  with 
various  methods  of  therapy  used. 

*DR.  W.  O.  ROSSING;  Does  the  level  of  tissue 
oxygenation  and  increasing  cell  metabolism  and 
growth  influence  cell  death  rate  from  radiotherapy? 
DR.  BREIT:  The  response  to  radiotherapy  is  not  as 
good  as  the  oxygenation  gets  lower.  Tumors  with 
poor  blood  supply  grow  very  well  in  spite  of  radio- 
therapy. We  found  this  out  when  we  used  to  do 
carotid  ligations  on  advanced  carcinomas  of  the  head 
and  neck.  The  tumor  grew  rapidly  in  spite  of 
radiotherapy  after  the  carotid  ligation.  We  even  went 
through  a period  of  time  where  we  used  hyperbaric 
oxygenation  in  tumor  therapy,  but  that  was  not  too 
successful.  Patients  with  low  white  counts  or  hemo- 
globins also  do  not  do  well. 

DR.  ROSSING:  How  low  a hemoglobin? 

DR.  BREIT:  I do  not  like  to  treat  anybody  with  a 
hemoglobin  of  9 or  less. 

DR.  THATCHER:  With  combination  type  therapy, 
it  is  not  uncommon  for  the  patient  to  develop 
anemia,  thrombocytopenia,  and  leukopenia.  It  is 
our  recommendation  to  transfuse  the  patient  if 
necessary  rather  than  discontinue  the  therapy  be- 
cause of  marginal  hemoglobin  values.  We  can  also 
support  the  patient  with  platelet  transfusions  if  neces- 
sary. When  combination  radiotherapy  and  chemo- 
therapy programs  are  used,  we  tend  to  accept  lower 
levels  of  hemoglobin,  white  blood  count,  and  platelet 
counts.  With  the  knowledge  of  the  actions  and  the 
time  sequence  of  the  drugs,  we  can  often  allow  the 
blood  values  to  drop  to  minimally  tolerable  levels 
with  the  knowledge  that  they  will  recover  at  a predic- 
table time.  Here  is  a chart  showing  the  sequence  of 
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r - , 1 ..lohdisidc  - 120&m?./h/  x 2 doses 

. - V nc i t ine  - I.E-R-Oicj./m/  >:  4 doses 


Figure  5 

Patient's  combination  chemotherapy. 


the  patient’s  initial  chemotherapy.  (Fig.  5)  We 
regularly  monitor  the  blood  counts  and  if  the  ab- 
solute neutrophil  count  drops  below  1000/mm3  or 
the  platelet  count  below  75,000/mm3,  we  either 
modify  or  delay  the  dose.  We  did  get  to  chemo- 
therapy tolerance  levels  in  this  patient  and  had  to 
modify  our  doses  slightly  in  the  fourth  week  because 
of  hematologic  toxicity.  Because  the  pulmonary 
nodules  enlarged  as  Dr.  Breit  mentioned,  we  elected 
at  that  time  to  treat  the  chest  wall  and  lung  fields 
with  radiation  in  combination  with  chemotherapy. 
We  started  this  second  phase  of  more  intensive 
chemotherapy,  consisting  of  five  consecutive  days  of 
actimomycin,  followed  by  a one  week  rest  period  as 
can  be  seen  from  the  chart.  Weekly  Vincristine  and 
Cyclophosphamide  were  restarted  as  in  the  initial 
therapy  until  the  seventh  week  when  we  added 
adriamycin.  This  method  of  treatment  is  patterned 
after  an  approach  used  by  the  National  Ewing's 
Sarcoma  Group.  We  have  presently  seen  dramatic 
regression  in  the  pulmonary  metastases  and  the  pa- 
tient is  attending  school  and  functioning  well.  She  is 
able  to  engage  in  most  physical  activities  and  feels 
quite  well  except  for  the  24  to  48  hours  after  therapy 
when  she  has  nausea  and  vomiting.  She  has  had 
some  hair  loss  as  expected  from  the  chemotherapy. 
*DR.  RICHARD  A.  JONGEWAARD:  Has  the 
original  tumor  also  regressed? 

DR.  THATCHER:  Yes,  and  only  after  extensive 
exercise  does  she  complain  of  poorly  defined  pain 
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at  the  site  of  the  original  tumor. 

**DR.  JAMES  POWELL:  Why  is  adriamycin  used 
at  the  end  of  the  seventh  week? 

DR.  THATCHER:  There  are  a number  of  drugs 
such  as  adriamycin  which  have  been  shown,  when 
used  singly,  to  have  some  effect  in  Ewing’s  tumor.  It 
is  included  in  the  regimen  hopefully  to  provide  addi- 
tive tumoricidal  effect.  The  National  Ewing’s 
Sarcoma  Study  is  investigating  the  role  of  adriamy- 
cin as  well  as  the  use  of  prophylactic  bilateral  irradia- 
tion of  the  lungs  in  the  hope  that  unseen  micro- 
metastases  would  be  better  treated. 

I would  like  to  review  a few  of  the  interesting 
features  of  Ewing's  sarcoma.  It  seems  that  about 
95%  of  the  patients  with  this  disease  are  between 
the  ages  of  4 and  25  years.  There  is  a 2:1  pre- 
dominance of  the  tumor  in  males  to  females. 
***DR.  STEVE  NOLL:  Is  there  any  relationship  be- 
tween the  prognosis  and  the  age  at  which  the  tumor 
appears? 

DR.  THATCHER:  Yes,  there  seems  to  be  a dif- 
ference in  prognosis  with  age;  the  best  prognosis  in 
the  older  age  groups,  and  the  worst  prognosis  in  the 
younger  age  groups.7  The  tumor  may  occur  in  al- 
most any  bone.  The  most  common  site  is  the  long 
bones,  but  the  pelvis  and  scapula  are  not  uncommon 
sites.  Those  arising  in  the  pelvis  seem  to  have  a 
poorer  prognosis. 

tDR.  CHRISTINE  BUCY:  What  is  the  incidence  of 
this  tumor? 

DR.  BARLOW:  I don’t  know,  but  Ewing  tumor  con- 
stitutes 5%  of  all  bone  tumors  and  is  about  the 
third  most  common  malignancy  of  bone. 

DR.  BREIT:  In  my  experience  here  we  have  had 
two  or  three  dozen  cases.  I would  like  to  comment 
that  if  you  are  going  to  treat  the  lungs  with  radiation 
you  must  use  small  doses.  Once  you  have  large 
metastases  they  problably  will  not  respond  so  that  an 
attempt  to  treat  the  metastases  when  they  are  small 
and  nondetectable  may  be  useful.  I also  agree  that 
you  don't  have  to  get  quite  as  concerned  about  the 
white  count  when  you  are  using  combination  therapy. 
DR.  THATCHER:  Several  large  studies  of  Ewing’s 
sarcoma  have  reported  five  year  survival  percentages 
ranging  from  5 to  25  %.1'2-3’10  Most  large  series  sug- 
gest less  than  a 10%  survival.3  In  reviewing  only 
patients  with  no  evidence  of  metastases  from  several 
reported  series  in  which  the  only  modes  of  therapy 
were  surgery,  radiotherapy  or  both,  the  five  year 
survival  rates  were  still  in  the  5 to  30%  range.  This 
points  out  that  Ewing’s  sarcoma  is  seldom  localized 
or  at  least  spread  is  very  early.  Supporting  this  is  the 
fact  that  most  recurrences  of  Ewing’s  sarcoma  are  at 
a metastatic  site,  rather  than  at  the  primary  site  and 
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most  patients  die  of  metastatic  disease  problems. 
Thus,  if  chemotherapy  was  at  all  effective  in  this 
tumor,  its  role  in  therapy  should  be  clear.  When 
more  intensive  combination  chemotherapy  has  been 
employed,  several  preliminary  studies  have  suggested 
improved  results.  Rosen  and  his  associates8  have 
reported  the  use  of  a four  drug  combination 
(actinomycin,  Vincristine,  cyclophosphamide, 
adriamycin)  with  radiotherapy  to  the  primary  tumor 
(6000-7000  rads).  In  their  earlier  studies  of  18 
patients  who  received  radiation  therapy  (3600-8000 
rads)  and  no  sustained  chemotherapy,  only  10% 
were  surviving  after  18  months.  With  their  intensive 
chemotherapy  regimen,  12  children  (three  with 
initial  metastases)  were  free  of  tumor  ranging  from 
10  to  37  months  in  follow-up  at  the  time  of  their 
publication.  Dr.  Pomeroy  and  Johnson7  have  re- 
ported 66  patients,  treated  with  combination  chemo- 
therapy radiation  therapy  delivered  to  the  primary 
tumor  and  prophylactically  to  the  brain  along  with 
intrathecal  administration  of  Methotrexate.  Their 
two  year  survival  was  56%  and  the  five  year 
survival  rate  estimated  at  35%.  The  percentages  were 
even  higher  if  only  those  patients  without  initial 
metastatic  disease  were  reviewed.  Other  studies  have 
not  supported  the  incidence  of  CNS  involvement  re- 
ported by  Dr.  Pomeroy  and  Johnson7  and  pro- 
phylactic CNS  therapy  is  not  generally  recom- 
mended. 

I can  summarize  by  saying  that  more  intensive 
combination  chemotherapy  and  radiotherapy  is  pro- 
ducing longer  significant  control  of  this  tumor  than 
previously  noted.  Whether  ultimate  mortality  rates 
will  be  improved  is  not  yet  clear.  Prognostic  factors 
such  as  age  and  site  of  tumor  seem  important.  As 
Dr.  Breit  has  suggested,  treatment  with  radiotherapy 
alone  to  an  isolated  area  requires  high  dose  radiation. 
The  problem  with  doses  of  7000  rads  and  greater, 
particularly  when  combined  with  other  therapy,  is 
that  local  consequences  may  occur.  Circulatory  prob- 
lems or  fractures  are  not  rare.  With  the  combination 
of  intensive  chemotherapy  it  is  hoped  that  lower 
doses  of  radiation  will  still  control  the  local  disease 
but  with  less  risk.  These  questions  are  still  un- 
answered and  we  have  yet  to  know  whether  pro- 
phylactic therapy  to  prime  metastatic  areas  will  be 
helpful.  Certainly  in  childhood  lymphoblastic  leu- 
kemia, prophylactic  chemotherapy  to  the  central 
nervous  system  has  markedly  retarded  the  occur- 
rence of  meningeal  leukemia. 

Unfortunately  in  our  patient,  because  of  significant 
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metastatic  disease,  her  prognosis  is  extremely  poor 
with  the  best  of  therapy. 

DR.  BARLOW:  Do  you  feel  that  fever,  increased 
sedimentation  rate  or  leukocytosis  in  these  patients 
worsens  the  prognosis? 

DR.  THATCHER:  No,  I don’t  think  it  worsens  the 
prognosis,  except  that  it  may  reflect  more  wide- 
spread disease.  Dr.  Pomeroy7  has  suggested  that 
patients  with  a high  lactic  dehydrogenase  initially 
may  have  a worse  prognosis  than  those  who  have  a 
normal  lactic  dehydrogenase. 

*DR.  THOMAS  ACETO:  What  does  this  patient 
and  her  family  know  about  her  disease? 

DR.  THATCHER:  I discussed  the  disease  and 
therapy  carefully  with  the  parents.  The  child  knows 
that  she  has  a tumor  and  that  it  might  come  back. 
Her  questions  were  freely  discussed,  particularly  as 
involves  the  therapy  and  its  side  effects. 

DR.  BREIT:  I discussed  the  situation  thoroughly 
with  the  father  before  initiating  radiation  therapy. 
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Coining  soon  to  your  area  — 

A 3-hour  extravaganza  starring 

those  witty  and  zany  Blue  Shield 

performers,  Peter  Galindo  and  Dennis  Brown. 

Don’t  miss  the  chance  of  a lifetime  — 
they’ll  answer  any  questions  you  ask  — 

(and  some  you  don’t). 


AND  IT’S  ALL  FREE ! ! 1 COME  ONE,  COME  ALL ! ! ! 


The  dates  and  time  of  their  performances 
(otherwise  known  as  “workshops”)  are  shown  below. 


DON’T  YOU  DARE  MISS  IT1 


DATE 

TIME 

PLACE 

April  27th 

7:00  P.M. 

Rapid  City,  Howard  Johnson  Motor  Lodge 

April  28th 

7:00  P.M. 

Aberdeen,  Holiday  Inn 

April  29th 

1:00  P.M. 

Huron,  The  Inn 

April  29th 

7:00  P.M. 

Watertown,  Guest  House 

May  3rd 

7:00  P.M. 

Mitchell,  Holiday  Inn 

May  4th 

7:00  P.M. 

Sioux  Falls,  Howard  Johnson  Motor  Lodge 

May  6th 

7:00  P.M. 

Yankton,  Kochi  Motel 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Hospital  Privileges  for  Family  Physicians  — The 

American  Board  of  Family  Practice  at  its  January, 
1976  meeting  approved  the  following  statement  con- 
cerning Hospital  Privileges  for  Family  Physicians. 
“A  Diplomate  of  the  American  Board  of  Family 
Practice  should  be  accorded  the  same  basic  con- 
sideration in  regard  to  hospital  privileges  as  is 
given  to  Diplomates  of  other  specialty  boards. 
The  Diplomate’s  hospital  privileges  should  be 
commensurate  with  training,  experience,  and 
demonstrated  abilities. 

“Within  the  hospital  staff,  the  Diplomate  should 
be  eligible  for  full  privileges  in  the  Department 
of  Family  Practice  in  conformity  with  the  de- 
partment’s bylaws. 

“Reaffirming  the  position  of  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  and  recog- 
nizing the  scope  of  the  individual  Diplomate’s 
formal  training,  the  American  Board  of  Family 
Practice  affirms  the  Diplomate  should  be  granted 
clinical  privileges  in  other  departments  in  ac- 
cordance with  their  bylaws,  and  based  on  his 
training,  experience,  and  demonstrated  abilities.” 


Plan  Now  for  Boston  — Plan  now  to  attend  the 
AAFP  Bicentennial  Year  Convention  in  Boston, 
September  20-23,  1976.  Watch  the  AAFP  Reporter 
for  further  details. 


The  Energy  Crisis  — We  now  have  many  physicians 
whom  we  have  elected  to  our  local,  district,  state, 
specialty  and  national  societies.  With  these  feverish 
interests  we  all  have  in  malpractice,  peer  review, 
utilization  review  and  the  effective  performance  of 
our  respective  hospitals;  these  men  are  working 
using  up  considerable  energy  which  I fear  at  this 
hectic  pace  cannot  be  replaced  at  the  rate  in  which 
we  use  it. 

After  these  gifted  representatives  have  finished 
their  term  it  seems  they  will  be  left  with  a depleted 
desire  to  attack  other  problems  with  such  fervor  as 
they  had  previously  done.  The  result  of  which  if 
allowed  to  prevail  would  be  total  defeat  by  all. 

The  solution  in  preventing  this  psychic  energy 
drain  is  to  support  those  in  the  representative  posi- 
tions by  our  presence,  by  our  interest  in  what  they 
are  doing  and  by  prevailing  upon  those  who  al- 
though talented  are  reluctant  to  share  in  these 
worthwhile  efforts.  We  all  have  families,  patients 
and  many  other  interests  which  require  our  atten- 
tion and  indeed  with  rewards  that  are  more  easily 
found  than  the  distant  possibility  of  a reasonable 
malpractice  rate. 

Matt  G.  Langenfeld,  M.D. 

President-Elect,  SDAFP 

Joe  Hamm,  M.D.  Joins  Medical  School  — Joe 

Hamm,  M.D.,  SDAFP  member  and  a family  phy- 
sician/surgeon in  Sturgis  since  1947,  has  closed  his 
practice.  He  has  been  named  Assistant  Dean  for 
West  River  Clinical  Affairs,  USD  School  of  Medi- 
cine. He  will  also  serve  as  a senior  clerkship 
visitation  member  of  the  Department  of  Community 
and  Family  Medicine. 

Legislative  Report  — The  1976  Legislature  passed 
SB  250,  providing  funding  up  to  $100,000  to  be  used 
for  Primary  Care  Residency  Programs  in  South 
Dakota.  Our  thanks  to  President  Richard  Friess, 
and  many  others,  for  their  many  extended  efforts 
in  telling  our  story  to  the  Legislature. 
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THE 

ALUMNI 

ASSOCIATION 


of  the 

SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 

has  been  established  by  the  South  Dakota  Medical  School  Endow- 
ment Association.  Among  other  activities,  the  Alumni  Association 
will  serve  as  a source  of  information  for  graduates  and  will  help 
organize  class  reunions. 

The  South  Dakota  School  of  Medicine  will  be  a four-year  degree 
granting  school  by  1977,  and  through  the  establishment  of  the 
Alumni  Association  the  school,  and  past  and  present  students 
will  be  better  served. 


Contributions  may  be  sent  to: 

Alumni  Association 
South  Dakota  Medical  School 
Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 
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Clinicopathological  Conference 
Seventy-Seven  Year  Old  Caucasian  Female 
With  Cecal  Mass  Demonstrated  on  X-Ray 

John  F.  Barlow,  M.D. 

James  Powell,  M.D. 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 
Lecture  #9  — Focal  Cord  Deficits 

George  C.  Flora,  M.D. 


Complications  of  Cardiac 
Pacemakers 

Gordon  R.  Held,  M.D. 
Donald  Fisk,  M.D. 
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New  from  Lilly/Dista  Research 


NALFON 

fenoprofen  calcium 

300-mg.  Pulvules 


I □ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

♦Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION  ANNUAL  MEETING  — 
JUNE  11,  12,  13, 1976  — RAPID  CITY,  SD 


Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


SEVENTY-SEVEN  YEAR  OLD  CAUCASIAN  FEMALE 
WITH  CECAL  MASS  DEMONSTRATED  ON  X-RAY 


James  Powell,  M.D.* 

Discusser 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist — Editor 


CASE  NO.:  M672522 

This  77-year  old  Caucasian  female  entered  Sioux  Valley 
Hospital  because  of  a questionable  mass  in  the  cecum  on 
radiologic  examination.  Ten  months  prior  to  admission 
she  began  to  have  a change  in  bowel  habits  and  some 
nondescript  abdominal  discomfort.  A number  of  colon  x- 
rays  were  taken  by  several  different  radiologists  with  vary- 
ing reports.  Some  showed  an  irregular  filling  defect  in  the 
cecum  while  others  were  declared  negative.  The  patient 
continued  to  feel  rather  poorly  over  the  next  few  months 
with  crampy  lower  abdominal  pain.  More  colon  x-rays 
were  taken  and  were  felt  to  be  negative  although  she  did 
have  some  anemia.  No  blood,  however,  was  found  in  the 
stool  on  multiple  tests.  Because  of  continued  mild  bowel 
symptoms,  another  barium  enema  was  taken  in  Vermillion, 
South  Dakota,  and  a lesion  in  the  cecum  was  found. 

The  patient  stated  that  she  had  been  in  excellent  health 
except  for  some  tiredness  and  weakness.  There  was  no 
history  of  diarrhea,  nausea  or  vomiting,  dyspnea,  shortness 
of  breath,  cough  or  skin  rashes.  There  were  no  urinary 
symptoms.  The  patient  had  had  varicose  veins  and  had  been 
treated  some  years  ago  for  phlebitis  of  the  leg.  She  had 
been  hospitalized  some  years  ago  for  arthritis  of  the  right 
knee.  She  had  had  a previous  cholecystectomy  years  ago. 
A liver  scan  and  chest  x-ray  at  the  time  of  her  colon  x-ray 
were  reported  as  negative.  A proctosigmoidoscopy  examina- 
tion was  also  negative. 

The  patient's  mother  had  died  of  a carcinoma  of  the 
stomach. 

PHYSICAL  EXAMINATION:  Temperature  99°F,  pulse 
88/minute  and  regular,  respirations  16/minute  and  regular, 
blood  pressure  170  systolic  and  80  diastolic.  Weight  160  lbs., 
height  5’.  The  patient  was  an  elderly  obese  white  female 
who  appeared  to  be  in  good  health.  Examination  of  the 
head  and  neck  was  unremarkable.  The  chest  was  clear  to 
auscultation  and  percussion.  The  heart  was  not  enlarged 
and  showed  no  abnormalities  of  rate  or  rhythm  and  no 
murmurs.  The  abdomen  showed  a right  upper  quadrant 
transverse  scar  but  there  were  no  palpable  organs  or 
masses.  No  tenderness  was  noted.  The  patient  had  varicose 
veins  in  both  lower  extremities.  A repeat  sigmoidoscopy  to 
20  cms.  was  negative. 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  South  Dakota. 

**  Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of 
Medicine,  University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of  Health, 
U.S.  Public  Health  Service. 


LABORATORY  DATA:  Urinalysis — yellow,  clear;  specific 
gravity  1.010,  pH  5.5,  negative  for  protein,  glucose,  ketone 
bodies,  bile  and  hemoglobin;  sediment — 1-6  white  cells  and 
an  occasional  red  cell /high  power  field,  moderate  amount 
of  epithelium  hemoglobin  10.8  gms/dl,  red  count  3.76 
million/mm3,  hematocrit  32  vols/dl,  mean  corpuscular 
hemoglobin  29  micromicrograms,  mean  corpuscular  volume 
84  cubic  micra,  mean  corpuscular  hemoglobin  concentration 
35%,  total  leukocyte  count  4,400/1001*  with  62%  seg- 
mented neutrophils,  2%  neutrophilic  bands,  3%  basophils, 
31%  normal  lymphocytes  and  2%  monocytes.  The  red  cells 
were  normochromic  normoeytic  and  the  platelets  were 
normal  in  number  and  morphology.  A serologic  test  for 
syphillis  was  non-reactive.  pH  was  7.37,  pC02  43  mm  of 
mercury,  CO.,  content  27  meq/L,  sodium  139  meq/L, 
potassium  3.5  meq/L,  chloride  104  meq/L.  An  alkaline 
phosphatase  was  slightly  elevated  136  units/L  (normal  up  to 
115  units/L).  A lactic  dehydrogenase,  serum  glutamic 
oxaloacetic  transaminase,  total  bilirubin,  calcium,  total  pro- 
tein, inorganic  phosphorus,  glucose,  blood  urea  nitrogen, 
creatinine,  uric  acid,  and  cholesterol  were  within  normal 
limits.  A chest  film  was  negative  for  age.  An  operation  was 
performed. 

DR.  POWELL:  By  far  the  most  likely  diagnosis  in 
this  case  is  an  adenocarcinoma  of  the  large  bowel 
which  accounts  for  86%  of  the  malignant  tumors  of 
the  colon.  Other  tumors  such  as  squamous  cell 
carcinoma  are  extremely  rare.  Lymphomas  and  sar- 
comas such  as  leiomyosarcoma  are  other  rarer  tu- 
mors of  the  large  bowel.  Benign  tumors  such  as 
lipomas,  polypoid  adenomas  and  leiomyomas  could 
also  fit  into  the  differential  diagnosis.  Carcinoid  tu- 
mor would  also  be  high  on  the  list  of  differential 
diagnosis  in  this  case.  With  the  history  of  diarrhea  in 
this  patient,  I have  to  suggest  that  Crohn’s  disease 
and  ulcerative  colitis  can  present  as  a mass  in  the 
cecum,  but  I have  never  seen  this  phenomenon. 

I would  like  to  review  some  facts  about  tumors 
of  the  colon.  Most  important  is  adenocarcinoma. 
Seventy  percent  of  adenocarcinomas  of  the  colon  oc- 
cur in  the  rectum,  rectosigmoid  or  sigmoid  colon. 
Other  areas  such  as  the  splenic  flexure,  mid-trans- 
verse  colon,  hepatic  flexure  and  cecum  have  variable 
incidences  of  3-6%  depending  on  the  series.  Most 
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patients  who  have  adenocarcinoma  of  the  colon  are 
over  fifty  years  of  age.  There  is  an  equal  male  to 
female  sex  incidence.  One  exception  to  this  is  car- 
cinoma of  the  rectum  which  is  a disease  more  com- 
mon in  males. 

There  is  a difference  in  symptoms  as  to  whether 
the  adenocarcinoma  is  located  on  the  right  or  left 
side  of  the  colon.  Lesions  on  left  side  of  the  large 
bowel  grow  circumferentially  around  the  bowel  and 
produce  obstructive  symptoms.  The  patient  may  pre- 
sent with  intermittent  diarrhea  or  constipation.  Ab- 
dominal pain  and  red  blood  in  the  stool  from  ulcera- 
tion of  the  tumors  are  common  complaints.  There  is 
often  a change  in  the  character  of  the  stools  which 
has  been  described  as  pencil  shaped. 

Adenocarcinomas  of  the  right  side  of  the  colon 
give  less  prominent  symptomatology.  These  lesions 
tend  to  grow  slowly  and  are  large  and  polypoid. 
Bright  red  blood  is  rarely  seen  in  the  stool  but  there 
may  be  occult  blood.  As  a matter  of  fact,  a good 
number  of  patients  with  carcinoma  of  the  right  side 
of  the  colon  do  not  even  have  detectable  blood  in 
the  stool.  The  presenting  symptom  of  a lesion  of  the 
right  side  of  the  bowel  may  be  liver  metastases  with 
palpable  mass  or  right  upper  quadrant  discomfort. 

I have  the  suspicion  this  case  might  be  a carcinoid 
tumor  because  an  obvious  adenocarcinoma  of  the 
bowel  would  not  be  presented  in  one  of  these  con- 
ferences. Carcinoid  tumors  account  for  1.5%  of  all 
colon  tumors  found.  Carcinoid  tumors  may  be  found 
elsewhere  in  the  bowel  and  a few  originate  in  the 
lung.  In  the  lower  gastrointestinal  tract,  the  ap- 
pendix, ileum  and  rectum  are  the  most  common  sites 
of  carcinoid  tumors.  Appendiceal  carcinoids  are  of- 
ten found  asymptomatically  when  the  appendix  is  re- 
moved for  some  other  reasons  or  they  can  them- 
selves give  symptoms.  Carcinoids  may  be  asympto- 
matic but  they  can  also  produce  the  carcinoid  syn- 
drome characterized  by  vasomotor  symptoms  such 
as  flushing,  cyanosis,  intestinal  hypermotility  with 
cramping,  and  profuse  diarrhea.  Some  patients  will 
present  with  pulmonary  manifestations  such  as  bron- 
choconstriction  and  have  cough,  shortness  of  breath, 
and  wheezing.  The  wheezing  can  even  be  unilateral 
suggesting  a pulmonary  mass.  Cardiac  findings  have 
been  described  characterized  by  endocardial  fibrosis. 
The  patient  often  has  hepatomegaly  from  liver  me- 
tastases in  carcinoid  syndrome.  The  patients  by  and 
large  are  not  hypertensive.  In  general,  patients  with 
carcinoid  syndrome  and  metastases  have  a longer 
course  than  does  the  patient  with  adenocarcinoma 
of  the  bowel.  Carcinoids  which  do  not  produce  the 
carcinoid  syndrome  may  produce  only  changes  in 
bowel  habit.  Cramping  abdominal  pain,  hematemesis 


or  melena  can  occur,  depending  on  the  location  of 
the  carcinoid. 

I would  also  like  to  discuss  the  significance  of  the 
isolated  elevated  alkaline  phosphatase.  The  alkaline 
phosphatase  may  be  elevated  even  in  the  presence  of 
a normal  serum  bilirubin  secondary  to  occult  liver 
metastases.  The  liver  scan  and  other  liver  function 
tests  may  or  may  not  be  abnormal.  These  abnormal 
liver  function  tests  or  a chest  x-ray  demonstrating 
metastases  may  be  the  first  symptoms  of  a carcinoid. 

The  classical  test  in  demonstrating  carcinoid  syn- 
drome is  the  presence  of  5 hydroxyindolacetic  acid 
(5  HIAA)  in  the  urine.  The  amount  of  excretion 
can  vary  from  60  to  1000  mgs./24  hr.  This  is  a 
breakdown  product  of  serotonin  (5  hydroxtrypta- 
mine).  Low  excretions  of  this  compound  from  9 to 
25  mg./24  hr.  have  been  described  in  malabsorption 
syndrome  such  as  celiac  disease.  The  major  problem 
with  this  test  is  there  are  many  drugs  and  items  in 
the  diet  which  can  cause  interferences  with  the  test  in 
the  urine. 

I have  never  seen  an  epinephrine  test  used  in  the 
diagnosis  of  carcinoid  syndrome  but  when  4 micro- 
grams of  epinephrine  are  given  intravenously,  there 
is  a flushing  response  and  a drop  in  the  blood  pres- 
sure over  40  mm  of  Hg  in  both  the  systolic  and 
diastolic  pressures.  This  can  occur  in  the  patient 
who  has  been  asymptomatic  as  well  as  in  the  sympto- 
matic patient.  Very  occasionally,  a hypertensive  re- 
sponse may  occur  in  this  test. 

Another  interesting  aspect  of  this  patient’s  history 
was  her  elevated  alkaline  phosphatase.  Alkaline 
phosphatase  is  an  enzyme  found  in  many  tissues  in- 
cluding bone,  liver,  intestine,  and  kidney  as  well  as 
leukocytes.  The  activity  of  the  enzyme  is  elevated  in 
children  with  actively  growing  bones,  as  well  as  in 
patients  with  bony  metastases  or  other  bone  diseases. 
The  enzyme  level  is  elevated  in  many  types  of  liver 
disease  including  obstructive  and  metastatic  disease. 
The  usual  sources  of  enzyme  activity  in  the  serum  of 
normal  persons  is  bone,  liver  and  intestine.  The 
predominance  of  the  activity  is  from  the  bone  and 
liver.  Another  source  of  alkaline  phosphatase  ac- 
tivity is  from  the  placenta.  This  activity  in  the 
placenta  explains  why  alkaline  phosphatase  activity 
is  elevated  consistently  in  pregnant  women.  The 
intestinal  alkaline  phosphatase  accounts  for  20%  of 
the  alkaline  phosphatase  in  the  serum  and  is  found 
in  patients  with  type  O and  type  A blood.  This  por- 
tion of  the  alkaline  phosphatase  may  be  elevated 
after  eating,  particularly  after  eating  a fatty  meal. 

This  intestinal  isoenzyme  has  been  separated  from 
bone  isoenzyme  and  liver  isozyme  by  electrophoretic 
methods. 

i here  has  also  been  a particular  kind  of  alkaline 


8 


SOUTH  DAKOTA 


phosphatase  isolated  from  patients  with  malignant 
disease.  The  latter  has  many  of  the  heat  stable 
characteristics  of  placental  alkaline  phosphatase  iso- 
enzyme. 

All  of  these  isoenzymes  I have  mentioned  can  be 
separated  in  a variety  of  ways.  One  is  by  electro- 
phoresis. There  is  some  question  about  how  clinically 
significant  this  method  is.  Differentiation  by  heat 
stability  has  been  a very  useful  technique  in  dif- 
ferentiating these  isoenzymes.  Bone  alkaline  phos- 
phatase is  usually  heat  labile.  Hepatic  alkaline  phos- 
phatase isoenzyme  has  intermediate  heat  stability  and 
intestinal  and  placental  alkaline  phosphatase  have 
marked  stability  in  regard  to  heat. 

Since  the  usual  problem  is  to  differentiate  bone 
from  liver  alkaline  phosphatase  as  the  cause  of 
elevated  alkaline  phosphate  activity,  one  possible 
approach  to  patients  with  elevated  alkaline  phos- 
phatase is  to  perform  a heat  stability  test  and  at  the 
same  time  perform  a gamma  glutamyl  transpeptidase 
(GGTP)  or  leucine  aminopeptidase  (LAP).  The 
latter  two  enzymes  are  elevated  in  patients  with  liver 
disease  causing  elevated  alkaline  phosphatase  but 
are  normal  in  patients  with  bone  disease  causing  a 
raised  serum  level  of  this  enzyme  activity.  If  the 
alkaline  phosphatase  shows  marked  heat  lability  and 
the  GGTP  or  LAP  are  normal,  you  can  assume  that 
the  origin  of  the  high  alkaline  phosphatase  is  from 
the  bone.  If  the  alkaline  phosphatase  shows  moderate 
heat  stability  and  if  the  LAP  and/or  GGTP  are 
elevated,  then  the  elevation  of  alkaline  phosphatase 
activity  is  due  to  liver  disease. 

The  alkaline  phosphatase  which  originates  from 
malignant  disease  is  called -the  Regan  isoenzyme.  The 
enzyme  was  named  after  a patient  who  had  a 
carcinoma  of  the  lung  and  had  an  elevated  alkaline 
phosphatase.  The  enzyme  was  definitely  different 
electrophoretically  from  bone  and  liver  alkaline 
phosphatase. 

In  summary,  this  woman  had  a ten  month  history 
of  change  in  bowel  habits  and  abdominal  discomfort. 
She  had  no  evidence  of  blood  in  her  stool.  She  had 
an  isolated  elevated  alkaline  phosphatase  elevation. 
In  the  routine  case,  I would  suspect  the  chances  are 
about  95  to  1 that  this  would  be  an  adenocarcinoma 
of  the  cecum.  The  lack  of  blood  in  her  stools  is 
certainly  consistent  with  this  diagnosis,  but  is  also 
consistent  with  a carcinoid.  The  elevated  alkaline 
phosphatase  elevation  is  not  helpful  in  the  differen- 
tial diagnosis  of  these  two  lesions. 


* General  surgeon,  Sioux  Valley  Hospital;  Clinical  Facul- 
ty, School  of  Medicine,  The  University  of  South  Dakota. 
**  Resident  in  Family  and  Community  Medicine,  Sioux 
Valley  Hospital,  Sioux  Falls,  South  Dakota. 


DR.  J.  POWELL'S  DIAGNOSIS 

1.  ?Carcinoid  Tumor  of  Cecum 

2.  ? Adenocarcinoma  of  Cecum 

DR.  BARLOW;  Dr.  O'Brien,  what  went  through 
your  mind  preoperatively  in  evaluating  this  patient? 
*DR.  PETER  O'BRIEN:  This  patient’s  course  was 
quite  protracted.  By  the  time  she  was  referred  to 
Dr.  Ouinn,  she  had  very  abnormal  x-rays  and  we 
thought  surgery  was  indicated.  I think  you  can  see 
on  this  film,  there  is  a defect  in  the  cecum  which  also 
shows  in  the  spot  films  (Fig.  1).  On  the  abdominal 
exploration  of  this  patient,  we  thought  she  had  a 
typical  adenocarcinoma  of  the  cecum  with  a mass  of 
apparent  metastases  in  the  mesentery  of  the  small 
bowel.  This  mass  was  adherent  to  the  duodenum  and 
pancreas.  The  liver  showed  no  metastases  to  gross 
palpation.  We  were  able  to  remove  what  we  thought 
was  the  primary  in  the  cecum  as  well  as  the  right 
colon  but  had  to  sacrifice  a considerable  portion  of 
the  terminal  small  bowel  to  resect  the  metastases  in 
the  small  bowel  mesentery. 


Figure  1 

Barium  enema  showing  filling  defect  in  cecum. 


**DR.  JOHN  MALM:  Did  you  do  a frozen  section 
on  this  lesion  before  removing  it? 

DR.  O'BRIEN:  No,  ordinarily  we  do  not  do  this. 
Some  feel  that  if  you  think  there  is  a carcinoma  you 
should  not  even  touch  the  area  of  the  suspected 
carcinoma  before  removing  it.  This  lesion  had  the 
typical  feel  of  a primary  carcinoma. 

DR.  BARLOW:  On  examination  of  the  gross  speci- 
men, a large  hard  mass  10  cm  in  greatest  dimension, 
was  found  in  the  region  of  the  ileocecal  valve  but  was 
mostly  an  extralumineal  mass  which  was  very  ad- 
herent to  the  cecum  but  did  not  obviously  involve  the 
mucosa.  The  appendix  arose  near  the  base  of  the 
mass  but  was  separate  from  the  mass.  Cut  section  of 
this  mass  was  dense  pale  yellow  with  a central  softer 
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Figure  2 

Large  mass  near  cecuni  in  small  bowel  mesentery. 


Figure  4 

Origin  of  carcinoid  from  mucosa  of  cecum. 
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Figure  3 

Carcinoid,  type  A pattern  typical  of  midgut  lesion. 


red  area  (Fig.  2).  Sections  of  the  hard  portions 
showed  dense  fibrosis  with  a few  scattered  acinar 
structures.  The  central  portion  showed  a classical 
midgut  carcinoid  with  a type  A pattern  (Fig.  3). 
Sections  of  the  wall  of  the  bowel  including  the 
mucosa  also  revealed  involvement  throughout  all 
layers  of  the  cecal  wall  (Fig.  4).  No  lymph  nodes 
were  involved  but  the  large  mass  may  have  repre- 
sented replaced  lymph  nodes. 

Carcinoids  are  potentially  malignant  tumors  aris- 
ing from  the  Kulchitsky  or  enterochromaffin  cells 
seen  in  the  crypts  of  Lieberkiihn.  The  cells  are 
hormone  excreting  cells  that  belong  to  Pearse’s 
APUD  system  (amine  precursor  uptake  and  de- 
carboxylation). These  cells  are  derived  from  the 
neural  crest  and  include  many  cells  as  listed: 


APUD  Cell  Type  I 
Pancreatic  islet  B 
Pancreatic  islet  A 
Pancreatic  islet  D 

Stomach  G 
Pituitary  C and  M 
Thyroid  C 
Stomach  A-like 
Duodenum  S 
Duodenum  D 
Intestine  EG  (L) 


Flormone  Produced 
insulin 
glucagon 
gastrin 


Condition  or  Tumor 
insulinoma 
glucagonoma 
Zollinger  Ellison 
syndrome 
G Cell  hyperplasia 
?Cushing’s  disease 
Medullary  Carcinoma 
glucagonoma 
? 

? 

glucagonoma 


gastrin 

ACTH/MSH 

Calcitonin 

Enteroglucagon 

Secretin 

Gastric  inhibitory  polypeptide 
Enteroglucagon 
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There  are  also  a number  of  other  cells  and  pos- 
sible hormones.  All  of  these  cells  have  a common 
group  of  histochemical  characteristics. 

Carcinoids  were  described  by  Mesling  in  1808  and 
were  recognized  as  arising  from  the  crypts  of  Lieber- 
kiihn  by  Lubarsch  in  1888.  These  tumors  most  com- 
monly arise  in  the  gastrointestinal  tract  in  the  appen- 
dix, ileum  and  rectum.  They  may,  however,  arise  any- 
where in  the  gastrointestinal  tract  from  mouth  to 
anus  including  a Meckel’s  diverticulum.  They  are 
not  uncommon  in  the  lung  and  may  also  arise  in  the 
ovary  as  part  of  a teratoma.  Carcinoids  have  been 
subclassified  in  several  ways  as  follows: 

Site  Of  Origin 

I.  Foregut — bronchus,  stomach,  duodenum,  pan- 
creas 

II.  Midgut — small  intestine,  appendix,  right  colon, 
cecum 

III.  Hindgut — left  colon,  rectum 

Reactivity  To  Silver  Impregnation  Stains 
Argyrophil,  argentaffin  and  nonreactive  pattern  of 
growth 

Growth  Pattern 

Type  A — nodular  solid  nests,  peripheral  invading 
cords 

Type  B — trabecubar  or  ribbon  like  with  anasto- 
mosing pattern 

Type  C — tumors  with  a tubular,  acinar  or  rosette- 
like structure 
Type  D — atypical 
Mixed — mixed  pattern 

The  midgut  carcinoids  like  our  present  case  usual- 
ly exhibit  a type  A pattern  of  growth  and  are 
argentaffin  positive.  Foregut  carcinoids  are  usually 
type  B and  are  argyrophilic  or  nonreactive.  Hindgut 
carcinoids  are  often  of  mixed  pattern  and  nonreac- 
tive. There  are  exceptions  to  all  of  these  generaliza- 
tions. 

Interestingly  one  cannot  predict  the  prognosis  of 
these  lesions  by  histology.  Appendiceal  carcinoids 
rarely  metastasize  but  extra  appendiceal  carcinoids 
are  less  predictable.  Those  less  than  1 cm  and  only 
superficially  invasive  rarely  metastasize  but  tumors 
larger  than  2 cm  and  deeply  invasive  may  metastasize 
to  lymph  nodes,  liver,  lungs  or  bones.  The  sex  in- 
cidence of  these  tumors  is  about  equal  and  blacks 
tend  to  develop  them  slightly  more  commonly  than 
Caucasians.  Appendiceal  carcinoids  are  commonly 
discovered  under  the  age  of  40  and  are  asymptomatic 
whereas  extra  appendiceal  carcinoids  are  usually 
symptomatic  and  seen  after  the  age  of  40. 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  South  Dakota. 


Most  carcinoids  do  not  produce  carcinoid  syn- 
drome and  appendiceal  carcinoids  almost  never  do 
so.  The  carcinoid  syndrome  is  characterized  by  diar- 
rhea, cutaneous  erythema  or  cyanosis,  asthma  and 
fibrosis  of  the  endocardium  and  valves  of  the  right 
side  of  the  heart.  The  syndrome  has  been  attributed 
to  the  production  of  serotonin  (5  HT  or  5 hy- 
droxytryptamine)  which  is  degraded  to  5 hy- 
droxyindoleacetic  acid  (5HIAA)  and  excreted  in 
the  urine.  However,  carcinoids  have  been  known  to 
secrete  histamine,  bradykinin  and  prostaglandins 
which  may  play  a part  in  the  symptom  complex. 
This  carcinoid  syndrome  only  occurs  in  intestinal 
carcinoids  when  metastatic  liver  disease  has  de- 
veloped since  hepatic  monamine  oxidase  inactivates 
5HT.  Pulmonary  and  gonodal  carcinoids  may  pro- 
duce the  syndrome  without  metastatic  disease  since 
their  venous  drainage  is  directly  into  the  central 
circulation. 

In  spite  of  the  great  interest  in  carcinoid  syn- 
drome, most  intestinal  carcinoids  present  with  symp- 
toms of  intestinal  obstruction  due  in  part  to  kinking 
of  the  bowel  or  fibrosis  of  the  mesentery  or  they  are 
found  incidentally. 

A MEDICAL  STUDENT:  Was  this  then  a primary 
lesion  of  the  cecum? 

DR.  O'BRIEN:  I would  guess  that  the  lesion  was  a 
small  primary  in  the  cecum  and  then  metastasized 
to  lymph  nodes  causing  a large  extraintestinal  mass. 
*DR.  STEVE  NOLL:  You  noted  that  primaries 
which  usually  metastasize  are  deeply  invasive  and 
large.  However,  this  was  a small  primary  which  was 
apparently  deeply  invasive.  Therefore,  invasion  and 
size  are  not  always  related,  isn’t  that  correct? 

DR.  BARLOW:  Apparently  so,  it  certainly  was  true 
in  this  case.  I think  this  is  a good  point. 

DR.  O'BRIEN:  There  have  been  some  recent  studies 
using  various  chemotherapeutic  agents  in  metastatic 
carcinoid  disease,  but  they  have  not  been  fully  eval- 
uated at  present. 

I would  like  also  to  point  out  as  Dr.  Powell  did 
that  there  are  significant  differences  in  symptomatol- 
ogy in  adenocarcinoma  of  the  colon  depending 
whether  the  location  is  on  the  right  or  left  side.  The 
reason  for  the  obstructive  symptoms  and  pain  in 
left-sided  lesions  is  that  the  fecal  stream  is  much 
thicker  in  the  left  colon  compared  to  the  fluid  fecal 
stream  seen  on  the  right  side  of  the  colon.  On  the 
right  side  of  the  colon  the  tumors  may  become  large 
without  obstruction.  I think,  therefore,  it  is  not 
necessarily  the  type  of  growth  that  affects  the  symp- 
toms, but  the  fluidity  of  the  fecal  stream. 

FINAL  ANATOMIC  DIAGNOSIS 
1.  Carcinoid  Tumor  of  Cecum 
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Letters  To  The 
Editor 

Dear  Sir: 

Again  this  year  I am  compiling  a Biting  Insect 
Summary  and  would  appreciate  any  case  reports  of 
unusual  allergic  reactions,  especially  systemic  (sneez- 
ing, wheezing,  urticaria)  to  bites  of  insects;  i.e., 
mosquitoes,  fleas,  gnats,  kissing  bugs,  bedbugs,  chig- 
gers,  black  flies,  horseflies,  sandflies,  deerflies,  etc. 

I would  like  physicians  to  supply  me  with  case 
reports  of  those  patients  who  have  had  unusual  re- 
actions to  such  insects.  Include  in  your  reports  the 
type  of  reactions  (immediate  and  delayed  symp- 
toms), treatment,  the  age,  sex,  and  race  of  the 
patient,  the  site  of  the  bite(s),  the  season  of  the 
year,  and  any  other  associated  allergies. 

If  skin  tests  and  hyposensitization  were  instituted, 
I would  like  the  report  of  both.  Please  note  that  it  is 
the  biting  (not  stinging)  insect  in  which  I am  in- 
terested. 

If  you  have  found  any  insect  repellent,  local  treat- 
ment, or  insecticides  of  value,  I would  also  ap- 
preciate this. 

Please  send  this  information  to  the  following  ad- 
dress: 

Claude  A.  Frazier,  M.D. 

4-C  Doctors  Park 

Asheville,  NC  28801 
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Testing  in  Humans: 
Who, Where  &When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  11, 1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
thinking  in  this  vital  area. 

I.  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

Z.PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3. When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7»PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

1Z.PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 


Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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ANTI-EPILEPTIC  DRUG  ASSAY 

Recently,  an  immunoassay  method  for  the  accurate 
measurement  of  anti-convulsant  drugs  has  become 
available  thereby  providing  an  effective  means  of 
regulating  these  medications. 

The  serum  levels  of  these  drugs  are  only  partially 
related  to  the  oral  dose  given.  Significant  variations 
in  serum  levels  with  standard  therapeutic  doses  oc- 
cur and  are  not  necessarily  reflected  by  the  clinical 
state  of  the  patient.  Patients  on  long  term  anti-con- 
vulsant  therapy  often  demonstrate  changes  in  the 
rate  of  metabolism  of  the  anti-convulsant  drugs 
over  a period  of  time.  Because  of  these  changes,  a 
previously  effective  dose  may  become  ineffective 
or  may  raise  the  serum  level  into  the  toxic  range. 
Available  Drug  Assays: 

Diphenylhydantoin:  The  usual  therapeutic  level 
is  10-20  micrograms  per  ml.  Levels  below  this 
range  are  not  usually  considered  to  be  effective 
therapeutically  and  levels  above  this  range  may 
bring  the  patient  into  a toxic  situation. 
Phenobarbital:  The  usual  therapeutic  level  is  15- 
30  micrograms  per  ml.  Some  physicians  feel 
that  with  levels  over  30  mentation  decreases 
and  patients  begin  to  show  toxic  effects  of 
lethargy,  drowsiness,  and  mild  ataxia.  Below  the 
level  of  15  micrograms  per  ml.  most  patients 
will  not  be  effectively  controlled. 

Primidone:  The  usual  therapeutic  range  of  primi- 
done is  subject  to  interpretation  but  is  quoted  as 
in  the  range  of  4-12  micrograms  per  ml.  Meta- 
bolically  primidone  is  partially  converted  to  phe- 
nobarbital in  the  liver.  This  reaction  is  catalyzed 
by  Dilantin.  Therefore,  one  must  be  cautious  in  pre- 
scribing phenobarbital  or  Dilantin  to  a patient 
when  he  is  at  the  maximal  dosage  of  primidone  as 
they  may  elevate  the  serum  phenobarbital  levels 
into  the  toxic  range.  Primidone  levels  should  be 
drawn  2-4  hours  after  the  last  oral  dose  because 
the  serum  half-life  of  primidone  is  brief  and  is 
considered  to  be  less  than  12  hours.  Patients  re- 
ceiving primidone  and  phenobarbital  need  both 
drugs  assayed.  If  a patient  is  receiving  Dilantin 
and  primidone,  one  should  measure  Dilantin,  pri- 
midone and  phenobarbital. 

Durward  M.  Lang,  M.D. 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  In  adults,  urinary  tract 
infections  complicated  by  pain  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due 
to  susceptible  organisms  (usually  E.  coli, 
Klebsiella- Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris ) in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic 
and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increas- 
ing frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including 
sulfonamides.  Measure  sulfonamide  blood 
levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age 
12;  sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period; 
because  Azo  Gantanol  contains  phenazo- 
pyridine hydrochloride  it  is  contraindicated 
in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy 
with  G.l.  disturbances. 

Warnings:  Safety  during  pregnancy  not 
established.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  Jaundice) 
may  indicate  serious  blood  disorders.  Fre- 
quent CBC  and  urinalysis  with  microscopic 
examination  are  recommended  during 
sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function,  se- 
vere allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient 
individuals  in  whom  dose-related  hemoly- 
sis may  occur.  Maintain  adequate  fluid 
intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias 
(agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia, leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  ne- 
crolysis, urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis);  G.l. 
reactions  (nausea,  emesis,  abdominal 
pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon). 
Due  to  certain  chemical  similarities  with 
somegoitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for 
the  acute,  painful  phase  of  urinary  tract 
infections.  Usual  adult  dosage:  2 Gm 
(4  tabs)  initially,  then  1 Gm  (2  tabs) 

B I D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be 
sought.  After  relief  of  pain  has  been  ob- 
tained, continued  treatment  with  Gantanol 
(sulfamethoxazole)  may  be  considered. 

NOTE:  Patients  should  be  told  that  the 
orange-red  dye  (phenazopyridine  HCI)  will 
color  the  urine. 

Supplied:  Tablets,  red,  film-coated, 
each  containing  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI— bottles 
of  100  and  500. 


Roche  Laboratories 

ROCHE  ✓ Division  ot  Hoffmann-La  Roche  Inc. 
/ Nutley,  New  Jersey  07110 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 
Lecture  #9 

FOCAL  CORD  DEFICITS 

by 

George  C.  Flora,  M.D.* 


Focal  cord  lesions  are  numerous  and  are  obvious 
in  the  human.  They  produce  the  “paraplegic”  and 
“quadriplegic”  people  who  are  met  daily  in  the 
schools,  on  the  streets,  in  airplanes  and  in  presiden- 
tial primaries.  They  are  from  trauma!!  Knowing  the 
cause  is  seldom  a problem  but  knowing  at  what 
level  the  cord  is  destroyed  is  important  to  both  the 
patient  and  those  caring  for  him. 

Trauma  breaks  the  bones  of  the  spine  where 
they  have  the  least  support,  between  C3  and  T4 
and  between  T9  and  L4.  When  this  occurs  the 
short  segment  of  cord  traversing  that  level  may  be 
damaged  (transient  loss  of  function  for  “a  few” 
days)  or  destroyed  (permanent  loss  of  function). 

The  level  which  is  destroyed  is  made  known  by 
signs  of  anterior  horn  cells  loss.  Such  damage  mani- 
fests flaccid  paralysis,  atrophy  and  loss  of  reflexes  in 
the  muscles  innervated  from  that  level.  High  spinal 
fractures  occur  in  the  cervical  “enlargement”,  “en- 
larged” because  of  the  large  number  of  these  anterior 
horn  cells  needed  to  move  the  arms  and  hands  of 
the  dexterious  human,  and  have  external  manifesta- 
tions that  are  grossly  obvious.  Often  injuries  destroy 
cord  level  CT  8 T4,  because  of  fractures  at  the  vul- 
nerable vertebrae  at  C5i6,7  levels,  these  produce  the 
flaccid  atrophied  hands  with  relatively  normal  shoul- 
der and  arm  strength.  Higher  fractures  of  C3,  4 and  5, 
which  are  less  vulnerable,  produce  the  atrophic  flac- 
cid shoulder  and  arm  deficit,  with  functionless  spastic 
hands  as  well,  which  is  the  more  severe  of  “two  de- 
grees of  hell.” 

Fractures  of  the  lower  vulnerable  area  of  the 
spine  destroying  the  lumbosacral  enlargement,  which 
innervates  the  lower  extremities,  has  a somewhat, 
different  localizing  need  clinically.  Fractures  of  T10, 


* Professor  and  Chief  of  Neurology,  USD  School  of 
Medicine,  Glidden  Hall,  Sioux  Falls  College,  Sioux  Falls, 
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11  and  12  may  destroy  the  anterior  horn  cells  control  of 
bladder  and  bowel  with  flaccid  sphincters  and  flaccid 
bladder  which  results  in  incontinence  thereafter. 
Higher  fractures,  which  spares  the  S3,4  cord  level 
produce  atrophic  flaccid  paralysis  of  legs  and  feet 
with  hypertonic  sphincters  which  can  be  “trained” 
and  have  fewer  problems  with  persisting  inconti- 
nence. 

Cord  injury  at  all  sites,  with  or  without  obvious 
anterior  horn  cell  destruction,  also  destroys  the  func- 
tion of  the  “long  tracts”  traversing  that  level.  The 
“long  tracts”  are  the  upper  motor  neuron”  or  “pyr- 
amidal” tracts  of  the  lateral  columns  and  the  sensory 
tracts  of  the  lateral  and  dorsal  columns.  Destruction 
of  the  pyramidal  tract  at  any  level  results  in  spas- 
ticity, paralysis,  hyperreflexia,  clonus  and  “patholog- 
ical” reflexes  below  the  injury.  Injury  above  C4 
produces  “spastic  quadriplegia”  (with  no  atrophy), 
injury  between  T4  and  L2  produces  “spastic  par- 
aplegia” (with  no  atrophy). 

Destruction  of  the  sensory  tracts  produce  de- 
creased awareness  of  stimuli  from  body  parts  “some- 
where” below  the  level,  but  has  little  true  localizing 
value  unless  the  cord  is  totally  severed.. 

Focal  lesions  of  the  cord  if  not  from  trauma  will 
be  from  either  Multiple  Sclerosis  or  “mass  lesions” 
— metastatic  cancer,  cervical  disks  or  arthritic 
“bars.” 

Localization  of  focal  lesions  of  the  cord  seems 
dependent  on  anterior  horn  cell  (gray  matter)  signs 
coupled  with  “pyramidal”  and  sensory  “long  tract” 
(white  matter)  signs.  How  then  is  the  focal  “plaque” 
of  multiple  sclerosis  (white  matter,  myelin  disorder) 
localized.  The  same  as  other  focal  lesions!!  Demyeli- 
nating  plaques  show  no  reverence  for  gray  matter 
and  when  they  occur  in  the  cervical  or  lumbosacral 
enlargements  anterior  horn  cell  deficits  become  ob- 
vious. These  “plaques”  are  of  random  distribution 
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and  involve  the  Ci^  and  the  Ti-L2  levels  as  often 
as  the  “enlargements”  which  produce  paraplegic  and 
quadriplegic  humans. 

Metastatic  lesions  (lungs,  prostate  and  lym- 
phomas) produce  focal  cord  lesions  which  lets  their 
early  presence  be  known  by  radicular  pain  from  the 
level.  Later  they  produce  rapid  transverse  destruc- 
tion of  cord  with  signs  of  lower  motor  neuron  def- 
icit and/or  “long  tract”  signs  developing  over  hours 
to  days  unless  treated  by  emergency  decompression. 
In  a restricting  bony  canal  a tumor  grows  and  the 
cord  is  destroyed  by  pressure — open  the  boney  canal 
and  the  cord  will  not  be  destroyed  as  certainly!! 
Once  the  cord  is  compressed  that  patient  remains 
paraplegic  or  quadriplegic  for  life  which  may  be 
several  years  in  cases  of  tumors. 

Arthritic  “bars”  develop  in  older  humans  and 
produce  atrophy  of  the  hands  and  pains  in  the 
neck,  arms  and  hands.  They  show  bilaterally  brisk 
reflexes  in  the  legs  and  positive  toe  signs.  Often  they 
have  little  awareness  of  the  position  of  their  “big 
toes”  on  testing.  The  process  has  been  “coming  on” 
for  “many  months”  if  not  “years.” 


A “cervical  disk”  produces  a focal  cord  lesion 
but  this  condition  is  really  rare!!!!  Many  have  pain 
from  cervical  rootlet  irritation  but  seldom  does  the 
cervical  cord  receive  pressure  from  a “disk  mass.” 
When  it  occurs  the  neck  musculature  goes  into 
spasm!!  The  C5iG  sites  reflects  with  pain  in  arm  or 
into  thumb  or  middle  three  fingers  on  one  side  with 
increased  reflexes  in  the  leg  of  the  same  side.  Paraly- 
sis or  even  weakness  may  be  minimal  but  the 
biceps  reflex  will  be  decreased.  The  C6,7  site  re- 
flects with  pain  in  the  “little  finger”  or  middle 
three  fingers  on  one  side  with  increased  reflexes  in 
the  leg  of  the  same  side.  The  weakness  may  not  be 
apparent  but  the  triceps  reflex  is  decreased.  These 
patients  have  had  previous  “stiff  neck”  trouble  and 
their  process  began  “one  definite  day.” 

The  lumbosacral  disk  disease  is  hundred  fold 
more  numerous  than  the  cervical  but  they  occur  be- 
low the  level  where  the  cord  terminates  (T12,Li) 
and  causes  no  cord  compression,  except  in  the  dachs- 
hund. 
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President’s  Page 

I would  like  to  take  this  opportunity  to  invite  each  and  every  member  of  the  Medical  Association  and  the 
Auxiliary  to  attend  the  South  Dakota  State  Medical  Association  annual  meeting  to  be  held  in  Rapid  City, 
June  11,  12,  and  13.  The  past  year  has  been  filled  with  a multitude  of  complex  problems  regarding  organized 
medicine.  Many  of  those  will  be  discussed  at  the  business  meetings  in  the  House  of  Delegates  and  the  Ref- 
erence Committee  meetings,  and  it  is  imperative  that  each  and  every  one  of  us  have  all  the  input  possible  in  the 
decisions  that  are  made  which  will  affect  the  future  practice  of  medicine.  There  is  an  ever-increasing  amount 
of  governmental  regulations  regarding  medical  practice  and  this  will  continue  to  increase  and  multiply  dur- 
ing the  next  few  years.  It  will  require  more  and  more  time  from  future  leaders  of  the  Medical 
Association. 

One  of  the  most  rewarding  experiences  this  President  has  had  during  the  past  year  has  been  the  willing 
effort  on  the  part  of  all  my  associates  to  take  my  call  and  cover  my  practice  during  periods  of  absence  from 
my  office.  I am  confident  that  it  would  not  have  been  possible  to  involve  myself  in  the  malpractice  crisis, 
the  HSA,  and  all  the  other  multitudinous  areas  of  interest  to  organized  medicine,  without  their  kind  sup- 
port. There  is  no  way  I can  properly  thank  my  associates,  Drs.  Brown,  Rousseau,  Stransky,  Wrage,  Larson, 
Rittmann,  and  Guddal,  for  all  the  work  they  have  done  in  my  behalf,  truly  in  behalf  of  the  Medical  Associ- 
ation, by  allowing  me  the  time  to  conduct  the  business  that  was  appropriately  my  responsibility  during  the 
past  year.  I am  equally  confident  that  all  future  leaders  will  have  to  look  to  their  associates  and  colleagues 
in  general  to  supply  them  with  this  kind  of  support  because  our  problems  are  becoming  more  complex 
with  each  passing  day.  The  future  leaders  of  the  Medical  Association  and  Councilors  must  be  alerted  to 
the  amount  of  time  that  will  be  necessary  and  must  enlist  the  support  of  all  the  people  necessary  in  order  to 
perform  their  function  to  the  highest  degree  of  efficiency.  This  year  has  been  spent  with  the  tremendous 
backing  of  the  Executive  Committee,  the  Council  of  the  Medical  Association,  all  the  Commissions,  and  in 
particular  the  Special  Malpractice  Committee.  I am  confident  that  this  Association  should  look  with  great 
pride  to  the  tremendous  job  that  our  Executive  Secretary,  Bob  Johnson,  did  during  the  legislative  session 
where  he  is  regarded  highly  as  a lobbyist  and  respected  and  admired  for  his  sincerety  and  honesty.  Our  staff 
at  the  State  Medical  Association  office  is  constantly  willing  to  give  of  their  Saturdays,  Sundays  and  free 
time  to  record  Executive  Committee  meetings,  Commission  meetings,  and  all  the  other  functions  that  have 
fallen  on  them  with  our  increased  load  of  work  at  the  state  office. 

I certainly  never  could  be  thankful  enough  for  the  opportunity  of  having  involved  myself,  as  President  of 
the  State  Medical  Association,  in  all  the  affairs  so  that  one  becomes  cognizant  of  the  tremendous  import  of 
organized  medicine  and  the  part  that  organized  medicine  will  play  in  the  ultimate  way  in  which  we  are 
allowed  to  practice  that  kind  of  medicine  which  we  all  enjoy  and  enjoy  doing  to  the  greatest  degree  of  free- 
dom that  we  can  maintain.  There  are  many  physicians,  in  fact  probably  all,  who  would  be  very  content  and 
happy  to  practice  the  pure  art  and  science  of  medicine  without  having  to  involve  themselves  in  the  constant 
protection  of  our  rights  against  governmental  and  other  agencies.  However,  it  befalls  a few  to  become  in- 
volved in  organized  medicine  and  it  is  with  gratitude  that  we  look  to  the  others  and  thank  them  for  the 
kind  efforts  they  have  done  in  helping  us  in  our  practice  during  periods  of  absence  from  our  communities. 
One  certainly  must  never  fail  to  recognize  the  fact  that  family,  during  any  period  of  time  such  as  the  past 
year,  provides  the  greatest  kind  of  support  that  anyone  could  receive. 

I have  been  extremely  proud  and  extremely  grateful  to  have  been  your  President  during  the  past  year.  I 
think  that  it  is  indeed  an  honor  and  I know  of  no  physician  who  should  not  wish  to  serve  in  this  capacity 
when  called  upon  to  do  so.  I have  every  faith  and  every  confidence  that  the  District  Societies  in  South 
Dakota  and  the  South  Dakota  State  Medical  Association  are  among  the  finest  in  the  land.  As  we  have  seen 
other  states  and  their  organizations,  we  can  become  only  the  more  proud  of  the  tremendous  effort  that  all 
the  physicians  in  South  Dakota  have  exerted  in  making  our  State  Medical  Association  the  functioning  unit 
which  speaks  in  general  for  the  great  majority  of  practicing  physicians  in  the  state.  We  must  continue  on  our 
local  district  level  and  we  must  continue  as  a state  to  concern  ourselves  with  all  matters  which  will  have  the 
possibility  of  affecting  our  right  to  practice  the  finest  kind  of  medicine  that  is  possible.  Our  deep  concern  now, 
as  it  has  always  been  in  the  past,  is  providing  this  kind  of  good  care  to  the  patients  who  are  entrusted  to  us. 

It  is  in  this  vein  of  recognition  of  others  and  gratitude  for  the  kindness  bestowed  on  me  that  I once  more 
would  welcome  all  of  you  to  participate  in  a meaningful,  productive,  educational  and  recreational  meeting 
in  Rapid  City.  Please  join  all  your  fellow  colleagues  in  medicine  in  Rapid  City  on  June  11,  12,  and  13. 

Very  sincerely  and  best  personal  regards, 

Gerald  E.  Tracy  MD 

President 

South  Dakota  State  Medical  Association 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


VICE  PRESIDENT  SPEAKS 

Recently  an  article  appeared  in  one  of  the  State 
newspapers  by  J.  D.  Fett,  M.D.  of  Rapid  City, 
South  Dakota,  Public  Health  Service,  relative  to 
the  subject  of  doctors  and  their  incomes.  It  was 
suggested  that  all  physicians  should  be  put  on  a 
maximum  salary.  The  inference  was  made  that 
doctors,  as  a group,  make  too  much  money.  If  this 
is  the  case,  then  what  about  some  of  the  other  pro- 
fessions, for  instance,  politicians  and  their  fringe 
benefits;  lawyers,  professional  golfers;  etc.?  If  we 
are  to  be  regulated,  then  how  about  regulating 
some  of  the  other  wage  earners?  If  this  were  to  be 
done,  then  this  is  Socialism  and  I do  not  think  we 
want  this.  Free  enterprise  is  the  backbone  of  our 
country.  The  Bicentennial  year — 200  years  of 
Freedom  and  Democracy — attest  to  this  fact. 

B.  O.  Lindbloom,  M.D. 

Vice  President.  SDAFP 


Memorial  Merit  Scholarship 

Our  annual  $1,000  tuition  award  was  presented 
to  Matthew  W.  Anderson,  MS  II,  at  the  Medical 
School  Dinner  Dance  held  in  Sioux  Falls,  South 
Dakota,  on  April  2,  1976.  The  presentation  was 
made  by  President  Richard  W.  Friess.  Matt  at- 
tended high  school  at  West  Central  (Hartford- 
Humboldt)  and  took  his  pre-medical  work  at  Sioux 
Falls  College. 

Quotes  By  Dr.  Gayle  Stephens 

Dr.  Stephens,  Dean  of  the  School  of  Primary 
Medical  Care,  University  of  Alabama  at  Huntsville, 
was  guest  speaker  at  the  SDAFP  “Family  Practice 
Club”  Spring  Refresher,  held  in  Sioux  Falls  on 
Saturday,  April  3,  1976.  He  said: 

“A  ‘Family  Doctor’  sees  unselected  patients  with 
unselected  problems.” 

“ ‘Support’  (care  and  protection)  is  the  bedrock 
of  psychotherapy  by  the  Family  Doctor.” 


Bylaw  Addition 

The  Board  at  their  Board  of  Directors  meeting. 
Black  Hills  Winter  Seminar,  Spearfish,  South 
Dakota,  January  29,  1976,  has  proposed  the  fol- 
lowing addition  to  the  Bylaws,  SDAFP.  This  sug- 
gested addition  would  become  Section  8,  Chapter 
IX,  Miscellaneous.  This  will  be  voted  on  during 
the  Annual  Meeting  at  the  Black  Hills  Seminar. 

CHAPTER  IX 
Miscellaneous 

SECTION  8.  Resident  representative  to  Committee 
on  Resident  and  Student  Affairs,  AAFP.  The 
SDAFP  will  pay  up  to  $250  for  attendance  by  an 
FP  Resident  in  a South  Dakota  program  to  attend 
the  annual  meeting  of  resident  representatives  from 
State  Chapters,  sponsored  by  AAFP’s  Committee 
on  Resident  and  Student  Affairs.  The  Board  of 
Directors,  SDAFP,  will  select  the  resident  to  attend 
this  annual  meeting  acting  upon  the  recommendation 
of  the  Director  of  the  Family  Practice  Residency 
Program.  The  resident  may  be  selected  more  than 
one  year  in  succession  to  attend  this  meeting. 


ABFP  Exams 

Practice  based  eligibility  to  take  the  ABFP 
exam  ends  July  1978.  If  you  have  not  taken  the 
exam  to  date,  why  not  give  it  a try?  You  will  learn 
a lot! 


Harvard  Dean  Speaks 

Robert  H.  Ebert,  M.D.,  Dean  of  Harvard  Medi- 
cal School,  was  quoted  in  the  March  1976, 
MODERN  MEDICINE,  “There  is  good  evidence 
that  the  medical  curriculum  has  only  marginal  in- 
fluence on  student  attitudes  or  their  career  decisions, 
which  are  much  more  likely  to  be  shaped  by  out- 
side political,  economic,  and  social  factors.” 
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COMPLICATIONS  OF  CARDIAC 
PACEMAKERS 


by 

Gordon  R.  Held,  M.D.* 
Donald  Fisk,  M.D.** 


This  is  a review  of  the  experience  at  Sacred  Heart  Hospital 
at  Yankton  in  placing  cardiac  pacemakers,  using  both 
transvenous  electrodes  and  epicardial  electrodes. 

A review  of  the  patients  treated  is  recorded  and  com- 
pilation of  the  complications  experienced  is  recorded. 

The  first  clinically  applicable  pacemaker  was  de- 
scribed by  Callaghan  and  Bigelow  in  1951.  Many 
lives  have  been  functionally  extended  in  terms  of 
years.  It  wasn’t  until  1958  that  the  successful  appli- 
cation via  insulated  transthoracic  suture  electrode 
was  reported  in  post-surgical  heart  block  patients.  In 
1961,  Chardack  reported  a series  of  15  patients 
with  totally  implanted  pacemakers.  Since  then,  many 
pacemakers  have  been  inserted  with  increasing  fre- 
quency. 

Our  hospital  began  inserting  pacemakers  in  1964 
and  to  date,  no  analysis  has  been  performed.  Analy- 
sis of  36  patients  and  their  associated  complications 
has  been  performed  at  this  time  and  is  presented. 
MATERIALS  AND  METHODS:  The  charts  of  36 
patients  requiring  insertion  of  pacemakers  from  De- 
cember of  1964  through  May  of  1975  have  been 
reviewed.  All  pacemakers,  but  three,  were  of  the 
Medtronic  R-wave  inhibited  type  and  all  electrodes 
were  platinum-iridium  Medtronic  electrodes.  All 
pacemakers  were  inserted  in  the  standard  fashion, 
usually  utilizing  the  external  jugular  veins  and  a 
subcutaneous  pacemaker  pouch.  All  patients  re- 
ceived 4-5  days  of  prophylactic  post  operative  anti- 
biotics and  were  monitored  in  the  CCU  for  2-3  days 
post-operatively.  The  most  common  indication  for 
pacemaker  insertion  was  symptomatic  3rd  ° AV 
block,  or  variable  block  with  associated  congestive 
heart  failure  or  myocardial  infarctions  were  noted. 
RESULTS:  (Table  1)  The  average  patient  age  of 
our  series  was  70.9  years  with  a range  of  35-90 
years.  There  were  17  males  and  19  females  in  this 
study.  Our  first  pacemaker  was  inserted  in  December 
of  1964  in  an  80  year  old  woman  with  symptomatic 
3rd  ° AV  block.  She  has  survived  until  the  present 
time  and  has  been  diagnosed  recently  to  have  a 


* Surgeon,  Medical  Clinic,  Yankton,  S.D. 

**  Surgical  Resident,  Yankton,  S.D. 


Table  1 

STATISTICS: 

Average  age  = 70.9  years  (Mean  = 70) 

Age  range  = 35-90  years 

4/36  dead  at  time  of  follow-up  (11%  mortality) 
Average  patient  survival  = 40  mos. 

Three  patients  followed  more  than  100  mos.  (7.83 
years) 

carcinoma  of  the  breast.  At  this  present  time,  four  of 
our  36  patients  (11%)  were  found  to  have  expired 
of  unassociated  causes.  Our  average  patient  survival 
to  date  has  been  40  months  and  three  patients 
have  been  followed  more  than  100  months  (7.8 
years). 

(Table  2)  In  these  36  patients,  53  electrodes 
were  inserted,  41  being  transvenous  and  12  being 
epicardial.  The  average  electrode  life  was  27  months; 
however,  22  patients  were  found  to  have  their  initial 
electrode  in  place  with  an  average  life  of  40.6 
months. 


Table  2 

ELECTRODE  DATA: 

Electrodes  53 

Transvenous  (Medtronic)  41 

Epicardial  corkscrew  (Medtronic)  12 
Electrode  Life  (Average)  27  mos. 


Twenty-Two  patients  have  initial  electrode  with 

average  life  of  40.6  months. 

(Table  3)  Sixty-eight  pacemakers  have  been  uti- 
lized in  these  36  patients,  58  being  demand  Med- 
tronic pacemakers  (#5942),  three  being  demand 
CPI  pacemakers,  two  fixed  rate  Medtronic  pace- 
makers and  five  temporary  external  pacemakers.  The 
average  survival  of  our  demand  pacemakers  has 
been  23.3  months  and  our  36  patients  required  an 
average  of  1.76  pacemakers  per  patient.  Eighteen 
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of  our  present  demand  pacemakers  have  been  func- 
tional more  than  30  months  since  their  insertion. 


Table  3 

PACEMAKER  DATA: 

Number  Pacemakers  68 

Demand  (Medtronic)  58 

(CPI  10  year  pacemaker)  3 

Fixed  rate  (Medtronic)  2 

Temporary  external  5 

Average  survival  of  Demand  Pacemakers  23.3  mos. 
Number  of  pacemakers  per  patient  1.76 


Eighteen  Demand  Pacemakers  are  more  than  30 
months  since  insertion. 

(Table  4)  Among  our  36  patients,  20  patients 
experienced  a total  of  56  complications  for  an  aver- 
age complication  rate  of  2.3  per  patient.  Four  pa- 
tients developed  ventricular  fibrillation  at  the  time  of 
electrode  insertion,  but  no  operative  or  immediate 
postoperative  deaths  were  encountered. 


Table  4 

COMPLICATIONS: 

Electrode: 

Erosion  of  skin  with  infection  7 

Displacement  requiring  repositioning  22 
Fracture  5 

Transvenous  3 

Epicardial  2 

Ventricular  perforation  4 

Pacemaker: 

Erosion  1 

Pacemaker  Failure  5 

Miscellaneous: 

Hemorrhage/ Hematoma  around 

pacemaker  2 

Ventricular  fibrillation  on  insertion  4 

Pulmonary  embolus  post  op  1 


No  operative  or  immediate  post  operative  deaths 
were  found  in  this  series. 

Two  patients  received  no  benefit  after  insertion  of 
temporary  pacemakers. 

Our  electrode  complications  consisted  of  seven 
cases  of  skin  erosion  with  superficial  infection  which, 
on  culture,  revealed  staphylococcus  aureus.  These,  in 
general,  were  treated  with  debridement  and  closure 
and  only  two  instances  of  required  electrode  re- 
moval were  encountered.  There  were  22  instances 
of  electrode  displacement  which  were  diagnosed  by 
loss  of  “capture”.  This  was  usually  managed  by 
manipulation  with  satisfactory  results. 

We  have  had  five  episodes  of  electrode  fracture, 


three  transvenous  electrodes  and  two  in  epicardial 
electrodes.  In  one  instance  of  transvenous  fracture, 
we  were  able  to  convert  to  unipolar  pacing  system, 
but  the  transvenous  wire  remaining  was  found  to  be 
fractured  at  a later  date,  and  required  placement  of 
the  electrode  wire. 

There  were  four  instances  of  ventricular  perfora- 
tion, usually  exhibiting  diaphragmatic  pacing.  Two  of 
these  were  managed  by  electrode  withdrawal  and 
recapture.  Only  one  patient  has  been  found  to  have 
a pericardial  effusion  and  this  was  evacuated  at  the 
time  of  insertion  of  epicardial  electrode. 

Pacemaker  complications  were  much  less  frequent 
in  our  series.  There  was  one  case  of  pacemaker 
erosion  which  was  managed  successfully  with  de- 
bridement, closure  and  antibiotics.  There  were  five 
cases  of  pacemaker  failure,  one  failed  completely 
after  27  months,  and  although  a drop  in  pulse  had 
been  recorded  on  routine  examination,  no  replace- 
ment was  recommended  by  the  attending  physician 
until  the  patient  presented  with  congestive  heart 
failure.  One  other  patient  developed  congestive  heart 
failure  in  the  immediate  post-operative  period  due  to 
pacemaker  failure  and  required  a second  pacemaker. 
The  other  three  pacemakers  were  considered  failures 
because  of  inability  to  control  post-operative  arrhyth- 
mias. 

We  also  have  had  two  patients  who  developed 
3rd  ° AV  blocks  following  acute  Mi's  and  in 
whom  permanent  pacemakers  were  inserted.  They 
have  subsequently  returned  to  a normal  conduction 
rhythm,  but  their  pacemakers  have  been  left  in 
place  with  no  adverse  effects.  The  pacemakers  con- 
tinue to  function  in  a normal  demand  fashion  with 
nearly  continuous  inhibition. 

The  miscellaneous  complications  consisted  of  two 
cases  of  hematoma  formation  or  hemorrhage  around 
the  pacemaker,  only  one  of  which  required  aspira- 
tion. We  had  four  patients  who  arrested  at  the  time 
of  electrode  insertion,  but  all  were  successfully  re- 
suscitated. One  patient  required  five  resuscitations 
at  the  time  of  electrode  insertion  and  the  initial 
electrode  had  to  be  removed  and  another  inserted. 
There  was  one  suspected  pulmonary  embolus  late 
on  the  post-operative  follow-up,  but  this  was  suc- 
cessfully managed  with  anticoagulation. 

We  had  two  patient’s  who  underwent  insertion  of 
temporary  external  pacemakers  who  received  no 
benefit  from  pacing  and  the  electrodes  were  re- 
moved in  the  early  post-operative  period. 
SUMMARY:  Thirty-six  patients  and  their  compli- 
cations were  reviewed.  There  was  a complication  rate 
of  2.3  per  patient  for  those  patients  suffering  com- 
plications. The  most  frequent  complication  was  dis- 
placement of  the  electrode  which  was  encountered 
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22  times.  Our  rate  of  electrode  fracture  was  ap- 
proximately 10  percent.  Pacemaker  complications 
were  relatively  infrequent. 
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PHYSICIANS  WANTED 


South  Dakota  Society 

of 

Obstetrics  and  Gynecology 


THE  SOUTH  DAKOTA  OBSTETRICS 
AND  GYNECOLOGY  SOCIETY  IS 
SEARCHING  FOR  NEW  MEMBERS 
AND  PHYSICIANS  INTERESTED  IN 
OBSTETRICS  AND  GYNECOLOGY. 


Please  Join  and  Help 
Improve  Fetal-Maternal 
Medicine  in  the  State 
of  South  Dakota 


South  Dakota  Society  of 
Obstetrics  and  Gynecology 

Annual  Dues  $25.00  $.. 

$.. 

Total  enclosed 


Name  . 
Address 


Remit  to:  M.  G.  Mutch,  Jr.,  M.D. 

President,  Ob-Gyn  Society 
1200  South  Euclid  Avenue 

Sioux  Falls,  SD  57105 

>- 1 


GENERALISTS  and  SPECIALISTS  working  together 
to  make  Hartford  a better  place  to  live  and  prac- 
tice medicine.  Thirteen  physicians  presently  serve 
the  area  in  two  clinics  and  solo  practice.  There  is  a 
need  for  more  physicians  to  serve  this  fast  growing 
area — particularly  in  Family  Practice  and  Internal 
Medicine. 

* New  hospital  with  excellent  facilities  com- 
pleted in  1 974. 

* Population  of  7,000.  Service  area  population 
30,000  and  increasing  rapidly. 

* Rural  community  flavor,  close  to  lakes,  ski 
areas  and  other  recreation. 

* 30  minutes  from  major  cultural,  educational 
and  social  resources. 

This  invitation  to  Hartford,  Wisconsin,  is  the  co- 
operative effort  of  the  physicians,  clinics,  hospital 
and  interested  community  leaders.  Please  contact: 
Hartford  Physicians  Search  Committee,  c/o  N.  K. 
Reynolds,  Hartford  Memorial  Hospital,  1032  E. 
Sumner  St.,  Hartford,  Wisconsin  53027.  Phone: 
414-673-2300. 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  Subscription  $8.00  per  year  $1.00  per  copy 

Foreign — $10.00 

CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all 
publications  of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not  the  carbon 
should  be  submitted.  An  abstract  of  100-200  words  should 
accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  of  article  and 
the  location  of  the  author.  The  used  manuscript  is  not 
returned  but  every  effort  will  be  made  to  return  manuscripts 
not  accepted  or  published  by  the  Journal  of  Medicine. 
Articles  are  accepted  for  publication  on  condition  they  are 
contributed  solely  to  this  Journal. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings  will  be 
furnished  by  the  South  Dakota  Journal  of  Medicine  when 
satisfactory  photographs  or  drawings  are  supplied  by  the 
author.  Each  illustration,  table,  etc.,  should  bear  the  author’s 
name  on  the  back.  Photographs  should  be  clear  and  dis- 
tinct. Drawings  should  be  made  in  black  India  ink  on  white 
paper.  Used  illustrations  are  returned  after  publication  if 
requested. 

REPRINTS:  Reprints  should  be  ordered  immediately  fol- 
lowing publication.  Type  left  standing  over  30  days  will 
be  destroyed  and  no  reprint  orders  will  be  taken.  All  re- 
print orders  should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  57104. 
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SOUTH  DAKOTA 


This  Is  Your 


Medical  Association 


W.  Allan  Boade,  M.  D.,  Sioux 
Falls,  successfully  completed  the 
examinations  administered  by 
the  American  Board  of  Nuclear 
Medicine  and  is  now  certified  in 
Nuclear  Medicine. 

* * * * 

The  American  Board  of  Family 
Practice  certified  the  following 
South  Dakota  physicians  as 
Diplomats  of  the  Board  following 
successful  completion  of  the  cer- 
tifying exam:  Wenzel  J.  Kovarik, 
M.  D.,  William  Tschetter,  M.  D., 
Rapid  City;  Edward  J.  Batt, 
M.  D.,  Sisseton;  Charles  Pelton, 
M.  D.,  Gettysburg;  Donald  M. 
Frost,  M.  D.,  Sioux  Falls;  and 
Edgar  C.  Smart,  M.  D.,  Belle 
Fourche. 

sjc 


Walter  Gysin,  M.  D.,  Water- 
town,  died  at  age  78.  He  grad- 
uated from  the  University  of 
Freiburg,  Germany,  in  1924 
and  practiced  in  Ohio  and 
Nebraska  prior  to  moving  to 
Watertown  in  1964.  He  was 
Associate  Professor  of  Psy- 
chiatry at  the  University  of 
Nebraska  College  of  Medicine. 
He  was  a fellow  of  the  Ameri- 
can Psychiatric  Association, 
certified  in  psychiatry  and 
neurology,  and  he  served  as 
Medical  Director  for  the  Lake 
Region  Mental  Health  Center 
and  the  Brookings  Area  Guid- 
ance Center.  Dr.  Gysin  was  an 
honorary  member  of  the 
Watertown  District  Medical 
Society  and  the  State  Medical 
Association.  He  is  survived  by 
his  widow. 


Participants  in  diabetes  work- 
shops and  seminars  throughout 
South  Dakota  included  Thomas 
Aceto,  Jr.,  M.  D.,  Sioux  Falls; 
Jerry  Lewis,  M.  D.,  Faulkton; 
Robert  L.  Stiehl,  M.  D.,  Winner; 
and  William  Quick,  M.  D.,  Yank- 
ton. 


Curtis  Wait,  M.  D.,  Brookings, 
was  re-elected  to  the  Board  of 
Directors  for  the  Brookings  Area 
Guidance  Center. 

^ 

Gregory  Naughton,  M.  D.,  Sioux 
Falls,  participated  in  a seminar 
on  selected  topics  in  internal 
medicine  at  the  Creighton  Uni- 
versity School  of  Medicine, 
Omaha. 

% sjs  5*S 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Larry  Ebbert,  M.  D.,  Rapid  City, 
has  been  certified  as  a Diplomat 
in  Hematology  and  Oncology. 

^ 

The  Rapid  Ctiy  Medical  Center 
announced  the  addition  of  Sam 
L.  Mortimer,  M.D.  to  the  depart- 
ment of  pediatrics.  Dr.  Mortimer 
is  a graduate  of  the  USD  Medical 
School  and  received  his  M.D.  de- 
gree in  1972  from  the  University 
of  Washington.  He  took  his  resi- 
dency training  at  the  University 
of  Arizona  Medical  Center  in 
Tucson  and  is  board  eligible  for 
membership  in  the  American 
Academy  of  Pediatrics. 


E.  Sheldon  Watson,  M.  D., 

longtime  Brookings  physician, 
died  at  age  72  in  San  Diego, 
California.  Dr.  Watson  re- 
ceived his  medical  degree  in 
1929,  practiced  for  one  year 
in  Lusk,  Wyoming,  practiced 
in  Aberdeen  for  two  years, 
and  then  moved  to  Estelline 
for  several  years  prior  to 
establishing  his  practice  in 
Brookings.  He  was  past  presi- 
dent of  the  South  Dakota 
Mental  Health  Association, 
served  as  president  of  the 
board  of  the  Brookings  Guid- 
ance Center  and  in  1964  he 
received  the  outstanding 
achievement  award  from  the 
Chamber  of  Commerce.  Dr. 
Watson  was  a member  of  the 
Madison-Brookings  District 
Medical  Society  and  the  State 
Medical  Association.  He  is 
survived  by  a son,  Wallace, 
one  brother,  Judson  and  two 
grandchildren. 
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North  Centra!  Medical  Conference 
Invites  You  on  a 

Far  East  Adventure 

To  Singapore,  Bali  and  Hong  Kong 

Departing  Minneapolis-St.  Paul  September  11,  1976 

Join  us  for  a two-week,  relaxing,  do-as-you-please  holiday  in  the  Far  East, 

Enjoy  deluxe  hotels  and  fine  restaurants.  See  spectacular  harbors, 
towering  volcanoes,  lush  tropical  birds  and  flowers,  graceful  dancers, 
intricately  carved  temples  and  tempting  buys  in  jade,  pearls,  silk,  cameras, 
carvings  and  hand-made  clothing. 

A Great  Value  s1568 

It  all  awaits  you.  A deluxe  trip  with  direct  flight  convenience  at  charter  cost  savings. 
Don’t  miss  it.  Send  your  deposit  today. 


| Send  To:  North  Central  Medical  Conference 

American  National  Bank  Building,  Suite  900 

101  East  5th  Street 

St.  Paul,  Minnesota  55101 

| Enclosed  is  my  check  for  $ ($100  per  person)  as  deposit 

I NAMES 

I ADDRESS 

j CITY — STATE ZIP 

^ PHONE  . 
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Another  Non-Regimented  INTRAV  Deluxe  Adventure 


“The  worst  thing 
cancer  did  to  me 
was  make  me  sound 
like  a tough  cop? 

Capt.Paul  Scriffignano, 

Newark,  N.J.  Police 
“Twenty-one  years  ago, 
when  I was  a patrolman  on 
the  Newark  Police,  I got 
Cancer’s  Warning  Signal 
#7*,  hoarseness  that  just 
wouldn’t  quit.  I went  to  the 
doctor  fast.  It  was  cancer  of 
the  larynx.  A short  while 
later  they  operated. 

“I  was  pretty  worried. 
About  my  life,  my  career, 
my  ability  to  function 
without  a voice.  Seven 
months  later  I was  back  on 
my  beat  and  less  than  three 
years  later  I competed  with 
900  other  cops  in  a physical 
and  mental  exam  and  got 
my  Sergeant’s  stripes. 

“And  here  I am  today, 
alive  and  kicking,  full  of  life 
and  cured  of  cancer.  All 
because  I heeded  that 
warning  signal  and  went  to 
the  doctor  in  time. 

“Know  Cancer’s  Seven 
Warning  Signals,  and  give 
to  the  American  Cancer 
Society.  We  want  to  wipe 
out  cancer  in  your  lifetime.” 


* Cancer’s  Seven  Warning 
Signals:  1 -Change  in 
bowel  or  bladder  habits. 

2-  A sore  that  does  not  heal. 

3-  Unusual  bleeding  or 
discharge.  4 -Thickening 
or  lump  in  breast  or 
elsewhere.  5- Indigestion  or 
difficulty  in  swallowing. 

6- Obvious  change  in  wart 
or  mole.  7- Nagging 


American 
Cancer  Society! 

The  space  contributed  by  the  publisher. 


FROM  THE  MEDICAL  SCHOOL  NOTEBOOK 
OF 

C.  P.  VINCENT,  M.D. 

College  of  Physicians  and  Surgeons 
Keokuk,  Iowa 
1875-1876 

Contributed  by:  John  N.  Vincent 
Webster,  SD 


MERCURIAL  SORE  MOUTH 
Characterized  by  white  line  around  gum.  Coppery 
taste.  Offensive  odor,  swelling,  pain,  slobbering  and 
C.  Treat — Chlorate  of  Potassa  ad  lib.  Brandy  and 
water — Tine,  of  Myrrh  Sulfate  of  Zinc.  Carbolic 
Acid  and  c/Creasote.  Per-Mangonate  of  Potash. 

Gangrene  or  Oris — Give  good  nourishment.  Qui- 
nine, Iron,  Creasote,  Carbolic  Acid.  Permangonate 
of  Potash — Thrush — Characterized  by  white  curdy 
exudations  In  twenty  four  hours.  This  is  thrown  off, 
leaving  red  spots  and  sometimes  ulcers,  Treat  Chlo- 
rate of  Potash.  Rx  Calomel  gr  Vi  Bi  Carb  of  Soda 
gr  VI  Div.  Pulv.  Xii.  Take  one  every  three  hours. 

FOR  THE  CONSUMPTIVE  COUGH 
OR  ANY  COUGH 


Rx  Fluid  Ext.  of  Wild  Cherry  ii 

Syrup  of  Lactic  carium  ii 

Hydrocyanic  Acid  gtt  XXXil  32 

Morphia  gr  ii 


S.  Take  a teaspoonful  P.R.N. 

For  the  circumbiscribed  pleuritic  pains  Relieve 
with  aconite,  adhesive  straps,  Paulitces.  Hypodermic 
of  Morphia  and  for  the  Dyspoena  use  anodynes  by 
inhalation.  To  restore  the  blood  Crasix,  Chlorid  of 
Iron,  Citrate  of  Iron  and  quinine — Fowlers  Solution 
of  Ars. 

For  the  Collignative  Diar.  Sub.  Nit.  of  Bis  in 
3 to  5 gr  doses  three  times  per  day.  Tissue  waste — 
animal  Essence  alcohol — Limed  milk — Best  climate 
— Valley  of  Santiago,  Cal. — Never  attempt  to  heal 
fistulas — they  are  conservative. 

African  consumption — Deposits  of  tubercle  in 
bowels  and  messentery.  The  darky  changes  his  greasy 
black  color  for  a rusty  brown.  His  teeth  turn  black 
and  rot. 

In  sore  mouth — Chlorate  of  Potassa  is  always  in- 
dicated three  or  four  times  per  day. 

STOMATITIS  MATERNIS 

Sometimes  have  to  wean  child  to  prevent  it  taking 
the  disease.  In  majority  of  cases  blood  is  at  fault — 
correct  it — Then  the  local  remedies,  Chlorate  of 
Potassa,  Carbolic  Acid,  Sulphate  Zinc. 


37 


SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

It  all  began  in  1949. 

Doctors  and  interested  individuals 
demonstrated  their  interest  in  medical 
education  in  South  Dakota  by  establishing 
an  organization  dedicated  to  assist 
our  USD  School  of  Medicine.  Throughout  the  years 
since , the  Fund  has  grown  considerably , but  the  need 
for  these  funds  has  increased  considerably  also. 

Loans  to  medical  students  utilize 
the  majority  of  these  funds.  Your 
donations  also  assist  in  the  purchase  of 
special  equipment  needed  for  the  school. 

This  year  there  will  be  40  in  the  junior 
class  and  for  die  first  time  40  students  in  the 
senior  class  at  the  medical  school.  Undoubtedly 
this  will  mean  an  increase  in  loan  requests. 

Your  contribution  will  help  these 
future  doctors  of  South  Dakota.  Contributions* 

may  be  sent  to: 

SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT  ASSOCIATION 
608  WEST  AVENUE,  NORTH,  SIOUX  FALLS,  S.D.  57104 

*Tax  deductible 
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Senile  Dementia:  An  Increasing  Problem 
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Problem  Solving  In  Diagnostics  and 
Therapeutics  of  Neurology 
Lecture  #10 — System  Diseases  of 
the  Cord 

George  C.  Flora,  M.D.  1 1 

Clinicopathological  Conference 
Sixty-Eight  Year  Old  Woman  With 
Acute  Abdominal  Pain 

John  F.  Barlow,  M.D. 

HEALTH  19 
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REC'D  CIRCULATES 


Table  of  Contents:  page  2 


New  from  Lilly/Dista  Research 


NALFON’ 

fenoprofen  calcium 

300-mg:  Pulvules 


JUdista 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


respond  to  one 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
: lieved,  the  depressive  symp- 
toms associated  with  it  are  also 
It  often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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SENILE  DEMENTIA: 


This  paper  reviews  a disease  of  our  geriatric  population 
which  is  being  detected  with  increasing  frequency  in  our 
presentday  medical  practice.  The  incidence  of  senile  brain 
disease  in  our  society  is  investigated  as  are  theories  con- 
cerning its  origin. 

A typical  case  is  presented  displaying  some  common 
manifestations  of  this  disease,  and  our  present  state  of 
knowledge  concerning  its  treatment  and  prevention  is  dis- 
cussed. 


INTRODUCTION 

Characterized  by  an  extreme  impoverishment  of 
mental  resources  which  occurs  after  the  age  of  sixty, 
senile  brain  disease  is  also  referred  to  as  “senile 
dementia”  and  contributes  more  heavily  each  year  to 
the  total  of  psychiatric  disabilities.  As  we  continue 
to  improve  the  medical  health  of  our  society,  we 
are  increasing  the  number  of  elderly  persons  who 
are  subject  to  progressive  neuronal  degeneration.  It 
is,  therefore,  important  to  examine  the  clinical  as- 
pects of  senile  brain  disease  and  to  investigate  meth- 
ods of  improving  the  health  of  those  afflicted  with 
this  disease. 

EPIDEMIOLOGY 

In  1900,  1 in  25  living  persons  was  over  the  age 
of  65;  in  1950  this  ratio  had  changed  to  1 in  13. 
The  total  population  of  the  United  States  doubled 
between  those  years,  but  the  number  of  persons  65 
years  or  over  almost  quadrupled  and  is  increasing  at 
the  rate  of  1,000  per  day  (Kolb,  1973).  Statistics 
show  that  one  of  every  four  first  admissions  to  pub- 
lic mental  hospitals  is  a patient  65  years  of  age  or 
over;  and  of  these  elderly  first  admissions,  80  per- 
cent are  diagnosed  as  having  senile  brain  disease  or 
arteriosclerotic  brain  disease.  Senile  brain  disease  is 
believed  to  be  more  common  in  women,  and  it  is 
usually  reported  that  the  ratio  of  women  to  men  is 
2 to  1.  The  age  of  onset  is  somewhat  later  than  that 
encountered  in  arteriosclerosis  and  rarely  occurs  be- 
fore the  age  of  65  (Freedman,  1967). 

PATHOGENESIS 

It  is  difficult  to  clinically  distinguish  chronic  or- 
ganic brain  disorders  due  to  obliterating,  degenera- 
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tive  disease  of  the  arteries  supplying  the  blood  to  the 
brain  front  chronic  organic  brain  disorders  due  to 
primary  degenerative  changes  in  the  neurons  of  the 
brain.  Therefore,  autopsy  material  is  relied  upon  for 
a final  definitive  diagnosis.  On  this  basis,  it  appears 
that  45  percent  are  ill  primarily  because  of  cerebral 
arteriosclerosis,  35  percent  are  suffering  primarily 
from  senile  brain  changes,  and  20  percent  have 
evidence  of  both  pathological  processes.  Factors 
such  as  metabolic,  endocrine,  vascular,  and  genetic 
determinants  have  been  implicated;  but  probable 
cause  has  not  been  firmly  established  by  scientific 
data  (Freedman,  1967).  Detailed  pathological  find- 
ings are  not  within  the  scope  of  this  paper. 

It  has  been  found  that  low  socio-economic  status 
apparently  predisposes  patients  to  possible  early  on- 
set of  severe  brain  changes.  In  addition  to  being 
more  likely  to  develop  physical  disorders  than  those 
in  higher  economic  brackets,  they  show  a faster 
and  earlier  decline  in  intellectual  functions.  There  is 
also  a relationship  in  educational  level  and  major 
occupation,  as  well  as  in  urban  areas  of  high  con- 
centrations of  family  living  and  persons  housed 
alone  (Freedman,  1967). 

THE  AGING  PROCESS 

In  the  normal  aging  processes  of  human  beings, 
there  is  a progressive  loss  of  physical  and  mental 
ability  which  can  arouse  feelings  of  helplessness  and 
anxiety.  The  aging  person  finds  he  is  not  able  to 
respond  to  stimulation  as  before,  learning  new  things 
is  more  difficult,  and  his  conception  of  time  is 
poor.  In  the  fourth  decade  of  life,  a decline  in 
hearing  and  vision  begins  in  healthy  persons. 

For  some  aged  persons,  periods  of  depression  may 
develop  and  become  more  frequent  and  deeper  with 
the  passing  years.  These  depressive  episodes  are 
usually  the  result  of  loss  of  self-esteem,  caused  by 
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impairment  of  physical  and  intellectual  functioning 
and  associated  with  feelings  of  personal  deteriora- 
tion and  shame.  Both  biological  and  social  factors 
contribute  to  personality  changes  of  the  elderly; 
they  may  return  to  the  past,  show  paranoid  projec- 
tion as  a defensive  mechanism,  or  inappropriately 
assert  themselves  to  the  point  of  being  domineering. 
These  patients  can  display  their  feelings  of  insecurity 
or  inadequacy  by  becoming  ill-natured  and  belliger- 
ent, or  they  may  regress  to  a dependent  state. 

CLINICAL  PRESENTATION 

The  person  who  goes  on  to  develop  senile  de- 
mentia characteristically  has  maintained  rigid  and 
static  habits.  The  more  he  has  been  immature  and 
maladjusted  in  earlier  life,  the  less  stress  it  takes  in 
later  life  to  bring  about  disorganized  or  disturbed 
behavior.  Organic  disease  of  the  brain  is  often  not 
the  only  factor  in  the  development  of  senile  psy- 
choses, for  it  has  long  been  recognized  that  social 
activities  and  a variety  of  mental  occupations  may 
inhibit  mental  senility.  In  other  words,  senile  psy- 
choses frequently  result  from  the  interaction  of  or- 
ganic and  psychological  factors  (Kolb,  1973). 

An  early  sign  of  senile  brain  damage  is  the  pa- 
tient’s inability  to  remember  the  names  of  new 
acquaintances  and  to  recall  recent  facts  or  happen- 
ings. While  he  may  remain  at  this  level  of  memory 
difficulty  for  years  without  further  mental  impair- 
ment, his  memory  loss  may  constantly  progress  and 
result  in  profound  loss  of  contact  with  his  environ- 
ment and  other  people.  The  patient  may  be  pain- 
fully aware  of  his  memory  and  disorientation  prob- 
lems, or  he  may  brush  them  aside  while  his  relatives 
and  friends  become  increasingly  concerned  with  his 
behavior. 

Often,  as  the  patient  slowly  loses  cortical  brain 
cells,  he  loses  control  over  his  emotions.  Long- 
standing personality  characteristics  may  become 
magnified.  Depression  and  carelessness  in  the  dress 
and  personal  habits  of  an  otherwise  happy  and  neat 
individual  are  indications  that  degeneration  has  be- 
gun. He  may  become  loud,  coarse,  and  obscene 
and  exhibit  sexual  activities,  particularly  toward 
younger  persons  of  the  opposite  sex.  When  a pa- 
tient has  senile  brain  damage,  he  gradually  loses  his 
intellectual  and  manual  skills.  Both  visual  and  audi- 
tory hallucinations  may  occur,  and  he  may  also 
experience  them  in  taste,  smell,  or  touch.  How- 
ever, hallucinations  are  relatively  uncommon  in  per- 
sons with  senile  syndromes  (Chapman,  1967).  Of- 
ten with  limited  vision  in  darkness,  a senile  person 
may  become  disorientated  when  in  a darkened  room, 
because  of  his  failure  to  retain  spacial  location,  and 
he  may  become  anxious  and  more  confused.  For  this 


reason,  he  may  be  more  relaxed  in  the  daylight 
and  sleep  much  of  the  day. 

About  50  percent  of  these  cases  show  a pattern 
of  deterioration  with  little  more  than  intellectual 
deterioration,  and  no  other  dramatic  events  ac- 
company this  mental  decline.  However,  the  other 
50  percent  of  the  patients  with  senile  dementia  have 
complications  such  as  depression,  agitation,  and 
paranoid  and  other  psychotic  symptoms.  About  15 
to  25  percent  of  this  last  category  display  paranoid 
reactions,  which  are  most  common.  Yet,  before  one 
diagnoses  paranoia  as  the  result  of  organic  brain 
disease,  it  is  necessary  to  detect  evidence  of  im- 
pairment of  intellectual  function — or  a decline  from 
a higher  level  (Rosen,  1972).  The  following  case 
history  illustrates  simple  senile  dementia  in  a 73- 
year-old  woman  who  was  hospitalized  five  years 
after  the  onset  of  progressively  deteriorating  memory 
and  intellectual  functions,  with  confusion  and  loss  of 
social  habits: 

The  patient  has  been  widowed  at  the  age  of  50  and 
thereafter  lived  with  one  or  another  of  her  five  children. 
She  had  always  been  easygoing,  happy  and  contented. 
Although  she  liked  things  to  be  neat  and  tidy,  she  was 
not  exceptionally  meticulous  or  compulsive.  All  her  life 
she  had  been  physically  active  and  had  had  an  excellent 
memory.  The  first  indication  of  difficulty  came  in  her 
late  60’s  when  she  lost  some  money  that  had  been  given 
to  her.  Soon  thereafter  she  set  out  to  visit  one  of  her 
children  but  lost  her  way  and  needed  police  assistance. 
After  this  incident  she  was  observed  to  lose  her  former 
interest  in  reading,  writing  letters  and  knitting.  During 
most  of  the  year  preceding  hospitalization  she  was  un- 
able to  recognize  her  children  and  frequently  her  con- 
versation was  unintelligible.  She  ate  without  assistance 
but  had  to  be  dressed,  undressed  and  taken  to  the  toilet 
to  avoid  incontinence. 

Consistent  with  her  lifelong  personality  traits,  her  man- 
ner in  the  hospital  was  pleasant  and  cooperative.  How- 
ever, her  comprehension  and  social  behavior  were 
grossly  impaired.  She  walked  down  the  corridor  with 
her  arm  around  a physician's  waist  and  tickled  his  ribs. 
She  misinterpreted  everyday  situations:  When  given  her 
first  bath  in  the  hospital  she  said,  “I  don't  want  to  get 
in  the  boat — the  current  is  too  swift.”  Her  stream  of 
talk  rambled.  The  following  is  a verbatim  sample: 
“While  it  is  not  so  bad  in  the  morning — that  girl  was 
over  and  she  was  saying  that  there  was  nothing  better 
than  the  bottom  one,  and  the  cows  and  the  calves  were 
off  and  she  was  making  out  that  . . . (unintelligible) 

. . . but  I made  out  I never  heard  her.  When  they  go 
out — you  see — they  don't  bother  taking  the  boxes.  They 
just  take  everything  with  them.”  Her  memory  for  both 
recent  and  remote  events  was  close  to  zero.  She  was 
able  to  give  her  name  correctly  but  when  asked  her  age 
said,  “I  am  21  or  22  anyway,  every  minute.”  She  could 
not  give  her  birthday,  the  year  of  her  birth,  or  any  in- 
formation about  her  previous  life.  Six  months  after 
admission  she  died  of  pneumonia,  a frequent  cause  of 
death  in  senile  patients  (Rosen,  1972,  p.  330). 

TREATMENT 

In  examining  methods  of  managing  this  disease, 
one  finds  many  methods  of  therapy.  To  date,  there 
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is  no  specific  treatment  to  prevent  or  reduce  the 
pathological  changes  which  are  associated  with  se- 
nile dementia.  Methods  tried  in  the  past  include 
oxygen  inhalation,  the  giving  of  ribonucleic  acid, 
multiple  vitamin  supplements,  and  cerebral  stimu- 
lants. But  most  of  these  approaches  have  had  little 
success  in  improving  the  condition  of  the  senile 
dementia  patient  (Bergmann,  1974). 

Psychotherapeutic  measures  appear  to  be  of  value 
in  the  earlier  stages  of  this  disease.  Programs  in- 
volving a structured  environment  with  continuous 
reality  orientation  and  frequent  repetition  have  been 
of  benefit  (Isler,  1975).  However,  in  more  severe 
cases  the  patient  cannot  sufficiently  remember  the 
therapy  to  apply  it  to  everyday  life.  Certain  pro- 
phylactic measures  can  be  taken  to  prevent  senile 
psychoses  from  developing.  As  mentioned,  environ- 
ment plays  an  important  role  in  the  course  of  this 
disease.  As  with  any  elderly  patient,  one  should  try 
to  meet  his  needs  for  affection,  stimulation,  recogni- 
tion, and  approval. 

TRANQUILIZERS,  ANTIDEPRESSANTS, 
STIMULANTS 

The  judicious  use  of  one  or  the  other  of  the 
major  tranquilizing  agents  may  be  of  considerable 
value  in  reducing  the  anxiety  and  restlessness  which 
are  often  prominent  features  of  senile  dementia. 
Delusions  and  hallucinations,  if  present,  may  also 
respond  to  such  medications.  The  more  sedative 
drugs  such  as  thoridazine  (Mellaril  50-400  mg/day) 
and  mesordazine  (Serentil  30-300  mg/day)  are  pre- 
ferred. Antipsychotics  should  be  used  conservative- 
ly, especially  those  that  produce  hypotension  or 
abnormal  ventricular  repolarization. 

If  depression  is  clearly  evident,  one  may  find  it 
valuable  to  combine  the  administration  of  an  anti- 
depressant drug  such  as  amitriptyline  (Elavil  50-300 
mg/day)  or  imipramine  (Tofranil  50-300  mg/day) 
with  the  use  of  a tranquilizer.  However,  one  must 
be  aware  of  possible  anticholinergic  effects  of  these 
drugs  on  the  aged  which  can  produce  a toxic 
psychosis  with  delirium.  Further,  cardiac  toxicity  of 
these  drugs  may  be  a hazard  in  patients  with  fre- 
quent premature  ventricular  contractions  or  pro- 
longed cardiac  conduction. 

The  stimulants  such  as  dextroamphetamine, 
methylphenidate  hydrochloride  and  pentytenetetra- 
zol  (Metrazol)  has  been  tried  to  increase  motivation 
and  attention  for  new  learning.  Their  clinical  value, 
however,  is  overshadowed  by  side  effects  such  as 
increased  cardiac  work,  increased  irritability,  de- 
creased appetite,  and  possible  aggravation  of  psy- 
chotic manifestations.  Most  adequately-controlled 
studies  have  shown  pentytenetetrazol  to  be  of  little 


value  over  a placebo  in  the  treatment  of  geriatric 
patients  suffering  from  organic  brain  disease  (Hol- 
lister, 1975). 

DRUGS  TO  INCREASE  CEREBRAL 

BLOOD  FLOW 

As  noted  earlier,  the  etiology  of  senile  brain  dis- 
ease is  unknown.  Many  researchers  have  used  direct 
vasodilating  agents  in  an  attempt  to  reduce  cerebral 
ischemia.  Papaverine  hydrochloride  and  cyclandelate 
have  been  tried  but  with  little  evidence  of  beneficial 
effects.  However,  the  alpha-adrenergic  receptor 
blocking  agent  hydergine  is  receiving  increasing  at- 
tention as  being  of  value  in  the  treatment  of  senile 
dementia.  Most  studies  to  date  have  been  short- 
term, however,  and  no  long-term  value  has  been 
established.  But  experimental  studies  have  shown 
that  hydergine  does  decrease  cerebrovascular  resis- 
tance, and  it  increases  the  cerebral  blood  flow  in 
patients  with  cerebral  arteriosclerosis  (Geraud, 
1963).  Animal  experiments  suggest  that  these  find- 
ings are  due  to  its  effect  on  cerebral  metabolism 
rather  than  to  a direct  vasodilating  action  (Em- 
menegger,  1968).  It  may  be  that  the  reduced  oxygen 
supply  to  the  elderly  brain  impairs  metabolism  in 
the  ganglion  cell,  a condition  which  is  improved  by 
treatment  with  hydergine.  Numerous  studies  which 
involve  both  institutionalized  patients  and  typical  of- 
fice patients  have  shown  hydergine  to  be  of  value 
(Rehman,  1973,  and  H.  J.  Rosen,  1975).  One 
study,  in  particular,  showed  definite  improvement 
in  symptoms  of  confusion,  orientation,  memory  for 
recent  events,  emotional  stability,  depression,  and 
self-care  capabilities  after  a 12-week  trial  in  which 
hydergine  was  used  (McConnachie,  1973). 

GEROVITAL  H-3 

The  greatest  current  interest  centers  around  a 
drug  called  Gerovital  H-3,  which  is  procaine  hy- 
drochloride in  combination  with  benzoic  acid.  This 
preparation  has  been  enthusiastically  promoted  for 
years  by  its  Romanian  proponent.  The  drug  is  a 
mild  inhibitor  of  monamine  oxidase  and  its  mild, 
antidepressant  action  may  be  partly  responsible  for 
the  mild  euphoria  resulting  from  its  use  (Sakalis, 
1974).  At  present,  it  is  far  too  early  to  assess  its 
full  potential. 

CONCLUSION 

It  is  evident  that  no  one  best  treatment  is  avail- 
able today  for  use  by  the  physician  in  treating  senile 
brain  disease.  While  constantly  seeking  ways  to  help 
the  elderly,  the  physician  must  continue  to  work  to 
provide  the  best  management  and  care  for  our 
senile  persons  so  they  may  live  more  content  and, 
possibly,  more  useful,  productive  lives. 
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ing senility.  Current  Therapeutic  Research,  16  (1974),  59-63. 


MODERN  PRESS,  INC. 

A South  Dakota  Printer  interested  in  helping 
you  the  Physician  with  your  printing  needs. 
Please  contact  Modern  Press  if  you  need 
quality  letterheads,  envelopes,  business 
forms,  etc.  Call:  336-2377  or  Write: 

Modern  Press,  Inc. 

808  West  Avenue  North 
Sioux  Falls,  S.D.  57104 


Do  you  have  a problem  with 
| ] Medicare 
| | Collections 
| 1 Billing 
[ | Staff  Vacations 
J Government 
Can  we  help  you? 

YES! 

It's  our  job  to  help  you  manage  better  so  you 
can  have  time  to  do  your  job  better — practice 
medicine. 

Because  of  this  challenge.  Medical  Group 
Management  Association  is  offering  a new 
service  specifically  designed  for  the  doctor- 
manager.  It  can  be  extremely  useful  for  a pri- 
vate practice  or  small  group  practice. 


This  new  service  has  evolved  from 
fifty  years  of  working  experience  and 
offers  . . . 

□ Annual  Conference 

□ Research  Publications 

□ Group  Purchasing  Plans 

□ Library  Reference  Service 

□ Special  Bulletins 

□ Forums  for  Exchanging  Information 

□ Medical  Group  Management,  the  journal  of 
the  MGMA,  and  the  "MGMA  Newsletter" 
will  be  included  in  the  package. 

PLUS  . . . 

□ Educational  institutes  focusing  on  specific 
subjects  are  held  during  the  year,  including 

medical  record  management,  credit  and 
collections,  and  personnel  administration. 


For  further  information  contact: 

Medical  Management  Services  Package 
Medical  Group  Management  Association 
4101  East  Louisiana  Ave. 

Denver,  CO  80222 
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President’s  Page 


FELLOW  MEMBERS  OF  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION: 

A new  year  is  beginning  for  our  Association,  and  we  are  enthusiastically  planning  for  both  growth  and 
accomplishments. 

In  all  humility,  I want  to  say  what  an  honor  it  is  to  serve  as  your  President.  This  responsibility  cannot 
be  carried  out  to  the  fullest  without  the  assistance  and  tolerance  of  every  one  of  you. 

I would  be  far  amiss  if  I did  not  compliment  our  outgoing  President.  Jerry  is  a very  competent  and  re- 
spected person.  I personally  know  the  untold  number  of  hours  of  time  and  effort  that  he  has  donated  to 
all  of  us  this  past  year.  I am  beginning  to  realize  that  he  is  definitely  a “difficult  act  to  follow.”  I would  like 
also  to  recognize  our  hard-working  and  most  competent  staff  in  Sioux  Falls:  Bob,  Patty,  Jan,  and  Jeri, 
for  the  time  they  have  spent,  much  of  it  above  and  beyond  the  call  of  duty. 

We  hope  to  create  several  new  commissions  and  committees  which  will  entail  further  participation  by  some 
of  you,  and  new  involvement  by  others.  I hope,  in  the  following  months,  that  every  member  feels  that  he 
or  she  is  a vital  and  important  member  of  the  Association.  If  anyone  feels  that  your  elected  officers  are 
not  representing  your  best  interests,  I would  appreciate  being  informed.  I am  as  close  as  the  nearest  phone, 
or,  as  the  old  cliche  goes,  my  door  is  always  open. 

I am  looking  forward  to  meeting  each  member  personally  at  the  District  meetings. 

Fraternally  yours, 

F.  D.  Leigh,  M.D., 

President 

South  Dakota  State  Medical  Association 


JUNE  1976 


9 


THE 

ALUMNI 

ASSOCIATION 

of  the 


SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 

has  been  established  by  the  South  Dakota  Medical  School  Endow- 
ment Association.  Among  other  activities,  the  Alumni  Association 
will  serve  as  a source  of  information  for  graduates  and  will  help 
organize  class  reunions. 

The  South  Dakota  School  of  Medicine  will  be  a four-year  degree 
granting  school  by  1977,  and  through  the  establishment  of  the 
Alumni  Association  the  school,  and  past  and  present  students 
will  be  better  served. 


Contributions  may  be  sent  to: 

Alumni  Association 
South  Dakota  Medical  School 
Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 


Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 
Lecture  #10 

SYSTEM  DISEASES  OF  THE  CORD 

by 

George  C.  Flora,  M.D.* 


Cord  degenerations  are  surprisingly  common  in 
humans  and  produce  slow,  progressing  gait  dis- 
turbances. The  data  needed  to  successfully  deal  with 
the  problem-solving  of  these  disorders  is  simple  and 
easily  available  to  all  clinicians. 

The  basic  data  relates  to  the  clinical  anatomy  of 
the  cord.  In  dealing  with  disease  of  the  human  cord, 
four  functional  areas  are  used. 

The  anterior  horn  cell  column  (A)  is  to  be  con- 
sidered. If  disease  occurs  in  this  column  on  either 
side  of  the  cord,  it  manifests  itself  by  destroying 
the  function  of  the  final  common  pathway  and  pro- 
duces ipsilateral  flaccid  paralysis,  atrophy,  fascicula- 
tions  and  loss  of  reflexes  in  muscles  innervated 
from  the  lesion  level. 

The  lateral  columns  (B)  carry  the  upper  motor 
neuron  function  to  their  appropriate  anterior  horn 
cells.  Lesions  involving  this  structure  produces  loss 
of  volitional  movement,  ipsilateral  hyperreflexia, 
spastic  paralysis,  clonus  and  pathological  toe  signs. 

The  dorsal  columns  (C)  carry  deep  sensory  stim- 
uli from  the  body  to  the  brain.  Lesions  within  these 
are  manifest  by  lack  of  awareness  as  to  position  of 
toes  in  space,  by  inability  to  appreciate  a vibrating 
(C- 128)  tuning  fork  held  against  the  skin  covering 
the  tibia  and  by  loss  of  pain  appreciation  on  com- 
pression of  muscle,  tendon  or  testicles. 

The  appreciation  of  superficial  sensations  of  tac- 
tile, pain  and  temperature  appreciation  enter  the 
dorsal  cord,  cross  to  the  opposite  side  through  the 
center  of  the  cord  and  ascend  in  the  anterolateral 
column.  The  fibers  carrying  the  primitive  function  of 
tactile  awareness  take  a second  route  up  the  dorsal 
column  so  the  function  is  seldom  lost  unless  the 
lesion  transects  the  cord.  Therefore  if  a patient  has 

* Professor  and  Chief  of  Neurology,  USD  School  of  Med- 
icine, Glidden  Hall,  Sioux  Falls  College,  Sioux  Falls,  SD. 


a lesion  producing  deficits  of  these  functions,  it  may 
be  in  the  anterolateral  cord  (D)  manifest  by  im- 
paired appreciation  of  pain,  temperature  from  the 
opposite  side  of  the  body,  beneath  the  lesion.  A 
lesion  involving  these  functions  in  the  middle  of  the 
cord  (D)  will  manifest  as  a loss  of  pain  and  tem- 
perature from  only  a narrow  segment  or  “band” 
of  the  body,  usually  the  hands  as  in  syringomyelia. 

Having  collected  the  above  data  of  deficit,  it  is 
simple  to  visualize  the  causative  lesions  on  a trans- 
verse section  of  cord.  Remembering  that  cord  de- 
generations are  or  will  become  bilateral  then  pro- 
ceed. 

If  the  deficits  confirm  lesions  of  only  the  anterior 
horn  cells  (A),  the  patient  will  be  of  young  age 
and  complain  of  walking  difficulties  and  will  have 
Progressive  Muscular  Atrophy. 

If  the  deficits  confirm  lesions  of  only  the  lateral 
columns  (B),  the  patient  will  be  older  and  com- 
plain of  difficulty  walking  and  will  have  Lateral 
Sclerosis. 

Deficits  that  confirm  lesions  of  only  the  two  motor 
systems,  both  the  anterior  horn  cell  column  (A) 
and  lateral  columns  (B)  will  be  found  in  a patient 
who  will  be  older  and  complain  of  short  duration 
trouble  talking  or  swallowing,  “weak  hands”  or 
“trouble  walking”  and  will  have  Amyotrophic  Lat- 
eral Sclerosis. 

Deficits  that  confirm  lesions  of  the  dorsal  columns 
(C)  will  be  unusual  these  days  but  will  be  found  in 
patients  who  complain  of  difficulty  walking,  es- 
pecially in  the  dark.  The  patient  will  have  a Tabetic 
Syndrome  or  Tabes  Dorsalis. 

Deficits  that  confirm  lesions  of  the  dorsal  columns 
(C)  and  the  lateral  columns  (B)  will  be  found  in 
patients  who  are  older,  pale,  dyspneic  and  com- 
plaining of  “tingling”  feet  and  trouble  walking.  This 
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patient  has  Subacute  Combined  Degeneration  (Pos- 
terolateral Sclerosis). 

Deficits  which  confirm  “lesions"  of  the  antero- 
lateral columns  alone  (D)  will  be  found  in  patients 
free  of  cord  pathology,  but  may  have  neuropathy. 

Deficits  which  confirm  a lesion  of  the  middle 
cord  (D)  will  be  found  in  younger  patients  who 
complain  of  “weak  hands”  or  having  burned  their 
hands  with  no  feeling  of  pain.  This  patient  will  have 
Syringomyelia. 

Deficits  which  do  not  fit  the  above  schemas, 
such  as  anterior  horn  cell  column  (A)  plus  lateral 
columns  (B)  plus  some  sensory  tracts  (C  or  D) 
will  complain  of  more  rapidly  progressive  gait  dis- 
turbances and  will  have  Transverse  Myelitis.  This 
results  from  a lesion  outside  the  cord  producing 
pressure  on  the  cord.  If  this  is  not  recognized  and 
treated,  total  destruction  of  the  cord  occurs  with 
resultant  paraplegia  or  quadriplegia.  It  is  a neuro- 
logical emergency!! 


PHYSICIANS  NEEDED 

Surgeons,  Family  Practice,  ENT,  Ophthalmologist, 
and  Internal  Medicine  physicians  should  consider 
McCook,  Nebraska,  as  an  excellent  area  for  reloca- 
tion. McCook  has  a new,  56  bed,  accredited  hospital 
that  serves  15,000-20,000  people.  McCook  has  four 
lakes  within  60  miles  for  fishing  and  recreational 
purposes  and  is  only  two  air  hours  from  Denver  and 
Omaha.  For  complete  information,  contact: 

Ken  Noteboom,  Administrator 
Community  Hospital 
P.0.  Box  310 
McCook,  Nebraska  69001 


Stairway-Elevator 

Phone  us  toll  free 
for  more  information 
1-800-952-3968 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 

Sioux  Falls,  SD  57105 

PUTTING  PEOPLE  IN  MOTION 
with  AMERICAN  STAIRGLIDE  products 


Electric 

Wheelchair 


Porchlift 

Easy-Lift  Chair 
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Letters  To  The 
Editor 

I am  pleased  to  inform  you  that  John  Vaubel,  a 
freshman  from  Vermillion;  Matthew  Anderson,  a 
sophomore  from  Sioux  Falls;  and  Howard  Wells,  a 
junior  from  Brookings  were  chosen  as  the  1976 
recipients  of  the  South  Dakota  State  Medical  Associ- 
ation Scholarships  in  Medicine.  The  presentations 
were  made  at  our  annual  awards  dinner-dance  on 
April  2,  1976. 

The  award  recipients  were  selected  by  a committee 
of  faculty  members  from  both  the  basic  sciences 
and  clinical  sciences  areas. 

Your  continued  support  and  interest  in  our  students 
and  the  School  of  Medicine  is  appreciated. 

Sincerely, 

Karl  H.  Wegner,  M.D. 

May  1 express  to  you  my  deep  gratitude  and  appreci- 
ation for  awarding  me  one  of  your  Association’s 
scholarships  at  the  awards  banquet  in  April.  I was 
very  surprised  and  also  very  honored  to  receive 
the  award. 

My  wife,  Bea,  and  I have  a young,  growing  family. 
Nathan  is  two  years  old  and  Naomi  will  be  one  year 
old  very  soon.  Expenses  of  going  to  school  and 
running  a family  make  us  appreciate  the  scholarship 
and  also  make  us  realize  our  dependence  on  God  to 
provide  us  with  money  that  we  need  to  meet  our 
expenses.  Since  we  have  been  married,  we  believe 
that  God  has  supplied  our  needs.  Your  scholarship 
shows  us  that  He  still  is,  and  we  have  faith  that  He 
will  continue  to  take  care  of  us  in  the  future. 

Many  thanks  and  God  bless  you. 

Sincerely, 
Matthew  Anderson 


I would  like  to  take  this  opportunity  to  thank  the 
South  Dakota  State  Medical  Association  for  selecting 
me  as  one  of  the  recipients  of  the  South  Dakota 
State  Medical  Association  Scholarships  in  Medicine 


this  year.  With  the  rising  costs  of  medical  education, 
the  money  is  well  appreciated  and  needed. 

Again,  I personally  thank  you  and  your  organization 
for  this  honor. 

Sincerely, 
John  A.  Vaubel 


I have  your  kind  letter  of  May  20th.  I wish  to  say 
that  I appreciate  the  honor  that  the  South  Dakota 
State  Medical  Association  has  given  me.  I can  assure 
you  that  the  many  years  that  I put  in  with  the  society, 
one  year  as  president,  that  I have  enjoyed  every 
minute  of  it. 

I do  appreciate  the  honor  of  being  made  an  honorary 
life  member,  and  please  convey  this  to  the  Society. 

Very  sincerely, 

W.  H.  Saxton,  M.D. 
1161  Dakota,  South 
Huron,  SD 


FROM  THE  MEDICAL  SCHOOL  NOTEBOOK 
OF 

C.  P.  VINCENT,  M.D. 

College  of  Physicians  and  Surgeons 
Keokuk,  Iowa 
1875-1876 

Contributed  by:  John  N.  Vincent 
Webster,  SD 


CATARRH  OF  NASAL  PASSAGE 

Treatment  1st.  if  only  slight  coryza  give  a full 
dose  of  Dovers  Poweder  and  Mustard  pedilavia 
with  glass  of  (stick  in  it)  hot  lemonade  and  go  to 
bed — If  chronic  look  out  for  syphilis  and  treat  ac- 
cordingly. Nasal  douche  with  Thurdichums  instru- 
ment, first  using  tepid  water  to  clear  parts,  then 
Sulphate  of  Zinc — Muriate  of  Ammonia — Alumn — 
Carbolic  Acid  and  use  the  douche  night  and  morn- 
ing for  months  if  necessary,  for  it  often  requires 
a long  time  to  effect  a cure.  Give  also  constitutional 
treatment. 

Use  the  galvanic  battery  to  restore  the  nerve 
force  to  the  Schuiderian  Memb. 
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Sponsored  by  the  South  Dakota  Society  of  Pathologists 


THYROTROPHIN  (TSH) 

Availability  of  the  radioimmunoassay  of  TSH  has 
been  of  real  value  in  the  detection  of  and  the  dif- 
ferentiation of  the  causes  of  hypothyroidism.  Ele- 
vated levels  can  be  detected  but  low  levels  cannot 
be  well  differentiated  from  normal  levels. 

1 . The  primary  use  of  this  test  is  in  the  confirma- 
tion of  the  diagnosis  of  myxedema  or  primary 
thyroid  atrophy,  the  most  common  cause  of 
hypothyroidism.  This  is  the  most  sensitive  test 
for  primary  hypothroidism  and  the  TSH  may 
be  elevated  before  the  T-3,  T-4,  or  ETR  be- 
come depressed. 

2.  TSH  can  also  be  useful  in  assessing  adequate 
thyroid  replacement  therapy  in  patients  with 
hypothyroidism  due  to  primary  thyroid  atro- 
phy. The  TSH  levels  should  return  to  normal 
with  adequate  replacement. 

3.  Although  less  common,  hypothyroidism  may 
also  be  due  to  damage  to  or  abnormality  of  the 
anterior  pituitary  gland.  In  this  case,  the  usual 
measures  of  circulating  thyroxine  (T-3,  T-4, 
and  ETR)  will  indicate  hypothyroidism  but 
the  TSH  will  not  be  elevated. 

4.  There  is  a second  rare  type  of  secondary 
hypothyroidism  and  this  is  due  to  the  failure 
of  the  hypothalamus  to  secrete  thyroid  releas- 
ing hormone  (TRH).  Jn  this  entity  the  TSH 
will  not  be  elevated  along  with  the  measures  of 
total  serum  thyroxine.  However,  after  injection 
of  TRH  the  TSH  level  will  rise  because  of  the 
intact  pituitary  gland. 

In  summary,  there  are  three  types  of  hypothyroid- 
ism. All  should  show  low  T-3,  T-4  and  ETR. 

1.  Primary  hypothyroidism  with  an  elevated  TSH. 

2.  Pituitary  hypothyroidism  with  normal  TSH 
either  before  or  after  the  injection  of  TRH. 

3.  Hypothalamic  hypothyroidism  where  TSH  is 
not  elevated  but  in  which  there  is  a rise  in 
TSH  after  TRH.  injection. 

A final  caveat  is  that  the  TSH  test  is  normal  in 
hyperthyroidism.  I he  absence  of  clear  cut  low  levels 
in  this  disease  is  due  to  the  fact  that  the  test  is  not 
very  sensitive  in  differentiating  normal  from  low 
levels. 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  In  adults,  urinary  tract 
infections  complicated  by  pain  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due 
to  susceptible  organisms  (usually  E.  coli, 
Klebsiella- Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic 
and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increas- 
ing frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including 
sulfonamides.  Measure  sulfonamide  blood 
levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age 
12;  sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period; 
because  Azo  Gantanol  contains  phenazo- 
pyridine hydrochloride  it  is  contraindicated 
in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy 
with  G.l.  disturbances. 

Warnings:  Safety  during  pregnancy  not 
established.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice) 
may  indicate  serious  blood  disorders.  Fre- 
quent CBC  and  urinalysis  with  microscopic 
examination  are  recommended  during 
sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function,  se- 
vere allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient 
individuals  in  whom  dose-related  hemoly- 
sis may  occur.  Maintain  adequate  fluid 
intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias 
(agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia, leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  ne- 
crolysis, urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis);  G.l. 
reactions  (nausea,  emesis,  abdominal 
pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon). 
Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for 
the  acute,  painful  phase  of  urinary  tract 
infections.  Usual  adult  dosage:  2 Gm 
(4  tabs)  initially,  then  1 Gm  (2  tabs) 

B I D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be 
sought.  After  relief  of  pain  has  been  ob- 
tained, continued  treatment  with  Gantanol 
(sulfamethoxazole)  may  be  considered. 

NOTE:  Patients  should  be  told  that  the 
orange-red  dye  (phenazopyridine  HCI)  will 
color  the  urine. 

Supplied:  Tablets,  red,  film-coated, 
each  containing  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI— bottles 
of  100  and  500. 


John  F.  Barlow,  M.D. 
Pathologist 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


68  YEAR  OLD  WOMAN 
WITH  ACUTE  ABDOMINAL  PAIN 


H.  B.  Vogt,  M.D.* 

Discusser 


Case  No:  673480 

This  68  year  old  Caucasian  female  was  admitted  to  Sioux 
Valley  Hospital  because  of  acute  onset  of  abdominal  pain. 

The  patient  had  been  relatively  well  but  admitted  to  a 
weight  loss  of  ten  pounds  over  the  past  several  months  and 
red  blood  with  the  passage  of  stool  for  at  least  seven  years. 
She  also  complained  that  since  she  had  had  her  teeth  pulled 
two  months  previous,  she  had  not  been  able  to  eat.  The 
present  onset  of  cramping  abdominal  pain  began  in  the 
middle  of  the  morning  and  was  associated  with  the  passage 
of  four  loose  stools.  There  was  no  nausea,  vomiting  or 
hematemesis.  The  pain  continued  and  was  generalized  and 
associated  with  a feeling  of  bloating.  There  were  no  other 
significant  symptoms.  The  patient  had  had  complete  x-ray 
studies  because  of  rectal  bleeding  and  no  diagnosis  had 
been  made.  She  was  told  she  had  a gallbladder  problem 
and  a goiter.  She  had  had  an  appendectomy  many  years 
ago. 

PHYSICAL  EXAMINATION:  Temperature  99.6°F, 

pulse  150/minute  dropping  to  100/minute  after  admission. 
Respirations  26/minute,  blood  pressure  130  systolic  and  88 
diastolic,  weight  128  lbs,  height  5'1".  The  patient  was  a 
well  developed  well  nourished  mildly  sallow  female  who 
appeared  to  have  slight  scleral  icterus.  Examination  of  the 
head  and  neck  revealed  the  thyroid  to  be  unremarkable. 
The  patient  was  edentulous.  The  lungs  were  clear  to 
auscultation  and  percussion.  The  heart  was  not  enlarged 
and  there  were  no  murmurs  or  abnormal  rhythms.  The 
abdomen  was  bloated  with  mild  tenderness  in  the  left 
abdomen  but  this  was  very  minimal.  There  was  rather 
marked  tenderness  in  the  right  upper  quadrant  and  ap- 
preciable muscle  guarding.  No  definite  organs  or  masses 
were  felt  and  peristalsis  was  heard.  There  was  a positive 
Murphy  punch  sign  on  the  right  but  not  on  the  left.  This 
positive  sign  was  felt  to  represent  distress  in  the  right  upper 
abdomen  rather  than  the  right  kidney.  A rectal  examination 
was  unremarkable.  The  patient  had  a perineal  pad  be- 
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cause  of  bleeding  hemorrhoids.  No  hemorrhoids,  however, 
were  palpated  at  the  time.  The  remainder  of  the  physical 
examination  was  unremarkable. 

LABORATORY  DATA:  urinalysis — amber,  specific  gravi- 
ty 1.025,  pH  6.0,  trace  protein,  negative  for  glucose,  ketone 
bodies,  and  hemoglobin,  but  positive  for  bile:  sediment  4-6 
white  cells  and  no  red  cells/high  power  field,  10-15  hyaline 
casts/low  power  field.  There  was  a small  amount  of  bac- 
teria and  a large  amount  of  mucous  threads.  Hemoglobin 
12.1  gms/dl,  red  count  3.23  million/mm3,  hematocrit  36 
vols/dl,  mean  corpuscular  hemoglobin  37  micromicrograms, 
mean  corpuscular  volume  111  cubic  micra,  mean  corpuscu- 
lar hemoglobin  concentration  33%,  total  leukocyte  count 
21,600/mm3  with  77%  segmented  neutrophils,  14%  neu- 
trophilic bands  and  9%  lymphocytes.  Red  cells  were 
macrocytic  slightly  but  normochromic.  The  platelets  were 
normal  in  number  and  morphology.  An  amylase  was  150 
units  (normal  20-160  units),  alkaline  phosphatase  171  units 
(normal  15-65  units),  total  bilirubin  16.9  mgs/dl,  with  11.3 
mgs/dl  indirect  and  5.6  mgs/dl  direct,  serum  aspartate 
aminotransferase  (SGOT)  54  units/dl  (normal  7-24  units/ 
dl),  prothrombin  time  16.0  seconds  with  a control  of  12.0 
seconds,  electrophoresis  2.6  gms/dl  albumin,  0.1  gms/dl 
alpha  I globulin,  0.6  gms/dl  alpha  II  globulin,  0.5  mgs/dl 
beta  globulin,  2.0  gms/dl  gamma  globulin  with  a total 
protein  of  6.0  gms/dl.  A lactic  dehydrogenase,  total  protein, 
inorganic  phosphorus,  glucose,  creatinine,  uric  acid,  and 
cholesterol  were  within  normal  limits.  A blood  urea  nitrogen 
was  26  mgs/dl,  calcium  was  8.2  mgs/dl.  A flat  plate  and 
upright  of  the  abdomen  showed  possible  liver  enlargement 
and  a bowel  pattern  consistent  with  adynamic  ileus.  An 
electrocardiogram  revealed  sinus  tachycardia  with  ST  and  T 
wave  changes  due  to  nonspecific  changes  or  past  ischemia. 
An  operation  was  performed. 

DR.  VOGT;  The  patient  had  a 10  lb.  weight  loss 
which  occurred  over  a period  of  several  months.  One 
could  certainly  expect  some  weight  loss  after  the 
patient’s  total  dental  extraction.  I would  not  have 
expected  the  weight  loss  to  have  been  protracted 
over  several  months  and  I would  have  expected  a 
weight  gain  after  an  initial  loss. 

An  obviously  important  point  was  the  rectal 
bleeding.  This  can  be  due  to  many  causes  including 
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hemorrhoids,  anal  fissure,  colonic  polyps,  colonic 
carcinoma,  factitious  proctitis,  ulcerative  colitis, 
granulomatous  colitis,  diverticulosis,  lymphoma  and 
many  rare  entities  such  as  amyloidosis.  I was  a little 
confused  about  the  nature  of  the  rectal  bleeding  in 
this  case.  The  patient  had  had  x-ray  studies  in  the 
past  but  these  were  completely  negative.  I do  not 
know  how  long  before  admission  the  studies  were 
done.  I also  do  not  know  whether  a sigmoidoscopy 
had  been  done  previously.  I was  confused  about  the 
problem  of  recta!  bleeding  and  even  considered 
conditions  such  as  amyloidosis  or  vascular  disease 
of  the  small  bowel  which  could  cause  rectal  bleeding 
which  would  not  be  apparent  on  a barium  enema  or 
upper  gastrointestinal  series.  I did  ask  about  this 
point  and  was  told  that  her  family  physician  had 
indeed  carried  on  an  extensive  investigation  and 
told  her  that  she  had  bleeding  hemorrhoids  and  no 
other  problems. 

We  are  told  that  the  patient  had  a “gallbladder 
problem”.  We  do  not  know  what  this  was.  One  pos- 
sibility would  be  nonvisualization  of  the  gallbladder 
and  another  would  be  the  demonstration  of  cho- 
lelithiasis or  a mass.  If  the  problem  had  been  one 
of  nonvisualization,  I would  think  that  it  would 
have  been  investigated  more  thoroughly  in  the  past. 
If  the  problem  was  asymptomatic  cholelithiasis, 
many  physicians  might  simply  follow  the  patient. 
Others  would  recommend  surgery  to  prevent  biliary 
tract  complications.  I certainly  would  have  expected 
that  any  tumor  or  polyp  in  the  gallbladder  would 
have  been  investigated  much  more  thoroughly. 

I will  dismiss  the  problem  of  the  goiter  as  there 
are  no  thyroid  studies  and  there  was  no  enlarge- 
ment of  the  thyroid  felt  on  physical  examination. 

The  patient’s  acute  problem  was  abdominal  pain 
with  bloating  and  loose  stools.  When  you  consider 
the  differential  diagnosis  of  the  problem,  you  cer- 
tainly must  consider  acute  cholecystitis,  acute  biliary 
tract  obstruction,  pancreatitis,  perforated  duodenal 
ulcer,  and  perhaps  hepatitis.  This  could  be  viral 
hepatitis  or  even  alcoholic  hepatitis.  Regional  en- 
teritis, cholangitis,  or  pericholangitis  could  produce 
the  above  symptoms.  When  a patient  develops  right 
upper  quadrant  pain,  you  must  consider  pneumonitis 
though  we  have  no  evidence  of  this  at  all.  Angina 
pectoris  can  present  as  abdominal  pain  but  we  have 
no  good  evidence  of  that  and  we  have  an  electro- 
cardiogram showing  only  nonspecific  changes.  A 68 
year  old  woman  could  have  had  this  problem,  how- 
ever. 

The  patient  was  well  nourished  and  had  a fever 
and  tachycardia.  She  had  scleral  icterus  but  no 
goiter.  There  could  have  been  many  causes  of  the 
mild  left  upper  quadrant  tenderness.  The  pain  could 


have  originated  from  the  spleen  or  could  have  pos- 
sibly masked  splenomegaly. 

The  most  prominent  problem  on  physical  ex- 
amination was  the  marked  right  upper  quadrant 
tenderness  with  guarding.  This  finding  certainly  sug- 
gests an  abnormality  of  the  biliary  tract  or  liver. 
Certainly  a mass  could  have  been  masked  by  the 
guarding  in  the  right  upper  quadrant.  I doubt  that 
the  patient  had  a renal  problem.  This  is  substanti- 
ated by  the  laboratory  findings. 

Rectal  examination  was  negative.  No  hemorrhoids 
were  palpated  but  they  could  still  have  been  present 
especially  since  there  was  bleeding. 

The  urinalysis  showed  a trace  protein  and  specific 
gravity  of  1.025.  This  degree  of  proteinuria  could 
be  explained  by  fever  and  dehydration.  The  positive 
bile  in  the  urine,  however,  tells  us  the  patient  had 
conjugated  bilirubinemia.  The  patient  had  an  in- 
creased mean  corpuscular  hemoglobin  and  mean 
corpuscular  volume.  This  means  the  patient  had 
macrocytosis  which  was  indeed  noted  on  the  per- 
ipheral smear.  The  cells  were  normochromic.  One 
should  at  least  consider  the  macrocytic  anemias 
such  as  pernicious  anemia  and  folate  deficiency. 
Certainly,  vitamin  Bi2  or  folate  deficiency  may  oc- 
cur with  malabsorption  from  small  intestinal  dis- 
ease, such  as  in  sprue  or  in  liver  or  biliary  disease 
with  malabsorption.  Chronic  liver  disease  itself  can 
produce  macrocytosis.  One  must  also  consider 
whether  the  macrocytosis  was  due  to  an  increase  in 
reticulocytes.  This  may  be  related  to  the  high  in- 
direct hyperbilirubinemia.  As  I do  not  have  a re- 
ticulocyte count,  I can  only  spectulate  about  the 
possibility  of  a hemolytic  process.  The  high  leuko- 
cyte count  with  shift  to  the  left  certainly  would  sug- 
gest an  acute  inflammatory  or  acute  necrotizing 
problem.  The  normal  amylase  would  tend  to  exclude 
pancreatitis  but  the  amylase  may  be  normal  in 
pancreatitis. 

The  liver  function  studies  are  extremely  important 
in  this  case  with  a transaminase  of  54  units  and  an 
alkaline  phosphatase  of  171  units.  Both  of  these  are 
definitely  elevated.  The  most  sensitive  liver  func- 
tion tests  are  the  bromsulphalein  (BSP)  dye  extrac- 
tion and  the  transaminase  (SGOT).  The  BSP  is  not 
done  much  any  more.  The  direct  bilirubin  and 
detection  of  bile  in  the  urine  are  more  specific 
tests  for  liver  function  abnormality.  If  the  SGOT  is 
over  300  units,  the  chances  of  the  elevation  being 
due  to  liver  disease  are  very  great.  The  higher  the 
elevation  of  the  SGOT,  the  more  likely  the  liver 
disease  is  to  be  due  to  acute  necrosis  rather  than 
obstruction.  This  is  not  to  say  that  the  SGOT 
cannot  be  higher  than  300  in  obstructive  liver  dis- 
ease but  it  is  not  as  great  a help  in  the  differential 
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diagnosis  if  it  is  under  300.  Certainly  you  could 
see  an  SGOT  of  54  in  a patient  with  hepatocellular 
disease  or  obstructive  jaundice.  Elevation  of  the 
SGOT  above  300  units  is,  however,  more  suggestive 
of  hepatocellular  disease  than  obstructive  jaundice. 
In  viral  hepatitis  I would  expect  an  SGOT  much 
higher  than  in  this  patient  but  the  patient  could  have 
had  an  alcoholic  hepatitis  which  is  characterized  by 
much  lower  levels  of  SGOT.  However,  we  have  no 
history  of  alcoholism  in  this  patient.  Certainly  the 
liver  function  abnormalities  in  this  patient  could  have 
been  produced  by  cirrhosis. 

The  high  alkaline  phosphatase  in  this  patient 
certainly  brings  up  the  possibility  of  obstructive 
jaundice  which  could  be  either  intrahepatic  or  ex- 
trahepatic.  Intrahepatic  obstruction  could  be  caused 
by  cirrhosis  or  tumor  while  extrahepatic  obstruc- 
tion could  have  been  caused  by  a stone  or  malig- 
nancy. Strictures  of  the  biliary  tree  can  be  seen  but 
usually  follow  surgery  on  the  biliary  tract.  There  is 
no  such  history  here.  It  should  not  be  forgotten 
that  alkaline  phosphatase  can  also  be  found  in  bone, 
intestine,  and  placenta.  Placental  alkaline  phos- 
phatase, of  course,  is  not  relevant  to  this  case.  We 
have  no  evidence  of  bone  disease  but  do  have  some 
suggestion  of  small  bowel  disease. 

The  markedly  elevated  bilirubin  in  this  case  is,  of 
course,  quite  important.  There  is  marked  elevation 
of  both  the  direct  and  indirect  fractions.  When  one 
discusses  the  differential  diagnosis  of  jaundice,  you 
have  to  make  a decision  as  to  whether  the  jaundice 
is  due  to  a conjugated  or  unconjugated  hyper- 
bilirubinemia. We  have  both  in  this  case.  Causes  of 
an  indirect  or  unconjugated  hyperbilirubinemia  in- 
clude hemolysis,  ineffective  erythropoeisis  as  in 
pernicious  anemia,  resorption  of  large  hematomas, 
sepsis,  many  drugs,  congestive  heart  failure,  and 
Gilbert's  disease.  Conjugated  or  direct  hyperbiliru- 
binemia is  caused  by  impaired  conjugation  in  such 
entities  as  Dubin  Johnson’s  syndrome,  Rotor’s  syn- 
drome, infiltrative  diseases  of  the  liver,  hepatitis, 
liver  granulomatosis,  or  cirrhosis.  We  have  already 
discussed  the  causes  of  obstructive  jaundice.  Since 
both  conjugated  and  unconjugated  fractions  of  bil- 
irubin are  elevated,  we  can  conclude  hemolysis  is 
unlikely  but  any  diffuse  parenchymal  disease  or  ob- 
structive liver  disease  is  possible.  We  have  already 
discussed  the  causes  of  obstructive  jaundice.  Some 
people  talk  about  cholestatic  jaundice  which  is  really 
just  intrahepatic  obstruction. 

There  are  then  four  types  of  jaundice:  obstructive 
jaundice,  hepatocellular  jaundice,  hemolytic  jaundice 
and  a mixed  picture.  I would  have  liked  to  have 
seen  the  alkaline  phosphatase  a little  higher  with  this 
bilirubin  level  for  obstructive  jaundice  and  for  a 


true  hemolytic  process  I would  have  to  postulate 
that  the  patient  had  compensated  hemolysis  as  she 
has  no  anemia.  Also  the  patient  has  a higher  direct 
bilirubin  (about  one-third  of  the  total)  rather  than 
15%  of  the  total  as  in  the  classical  hemolysis. 
Therefore,  1 think  the  patient  may  have  had  a mixed 
type  of  jaundice.  The  patient  certainly  could  have 
had  cirrhosis  causing  heptocellular  abnormality  or 
Zieve’s  syndrome  (hypertriglycerdemia,  hemolytic 
anemia  and  cirrhosis)  accounting  for  the  hemolytic 
component  but  in  Zieve’s  syndrome,  there  is  usually 
hyperlipidemia  as  well.  The  patient  certainly  does 
not  have  hypertriglyceridemia,  but  the  patient  still 
could  have  a hemolytic  anemia.  However,  liver  dis- 
ease itself  can  produce  a mild  hemolytic  process. 

The  patient’s  elevated  prothrombin  time  (PT) 
could  have  been  due  to  an  inadequate  absorption  of 
Vitamin  K or  poor  utilization  of  Vitamin  K due  to 
an  abnormal  liver.  The  PT  is  not  a highly  sensitive 
test  but  marked  elevations  of  the  PT  certainly  sug- 
gest severe  liver  disease.  The  fact  that  the  PT  is 
elevated  at  all,  however,  suggests  a rather  marked 
liver  abnormality. 

The  protein  electrophoresis  in  this  patient  shows 
a normal  total  protein  but  the  albumin  is  definitely 
low.  An  albumin  below  3.0  gms/dl  is  supposedly 
suggestive  of  severe  liver  disease.  The  alpha  I and 
alpha  II  globulins  were  normal  in  this  patient.  These 
are  the  acute  phase  reactions.  This  tends  to  lead  one 
away  from  the  diagnosis  of  an  acute  disease.  The 
beta  globulin  was  slightly  below  normal  but  the 
gamma  globulin  is  elevated.  Although  it  is  not  al- 
ways the  case,  an  elevated  gamma  globulin  in  liver 
disease  tends  to  suggest  chronicity.  The  blood  urea 
nitrogen  (BUN)  was  26  mgs/dl.  This  might  suggest 
hemorrhage  into  the  bowel  which  again  brings  us 
back  to  the  confusing  problem  of  rectal  bleeding. 
The  BUN  could  also  be  elevated  just  from  the 
standpoint  of  dehydration.  I do  not  think  we  have 
any  real  renal  disease  in  this  patient  especially  since 
we  have  a normal  creatinine  value. 

The  flat  plate  of  the  abdomen  in  this  patient 
was  read  as  adynamic  ileus  and  possible  liver  en- 
largement. The  kidney  shadows  are  well  outlined. 
There  is  an  apparent  mass  in  the  right  side  of  the 
abdomen.  I would  guess  that  is  what  is  meant 
by  possible  liver  enlargement  (Fig.  1).  I cannot  see 
a good  shadow  of  the  diaphragm  as  a landmark. 
This  film  may  be  very  significant. 

I would  like  to  discuss  some  other  diagnostic 
procedures  that  might  have  been  performed.  A 
reticulocyte  count  might  have  helped.  I would  also 
like  to  have  seen  a liver  biopsy.  I would  imagine 
that  this  patient  was  operated  on  shortly  because 
she  was  thought  to  have  an  obstructive  jaundice 
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Figure  1 

Suggestion  of  soft  tissue  mass  or  enlarged  liver  in  right  side 
of  abdomen. 

which  was  surgically  correctable.  Many  aspects  of 
this  case  suggest  this. 

The  major  indication  for  a liver  biopsy  accord- 
ing to  Spiro  is  to  differentiate  medical  from 
surgical  jaundice  when  you  are  not  otherwise 
able  to  do  so.  This  would  be  the  indication 
for  a liver  biopsy  in  this  case.  Liver  biopsies  are 
indicated  for  diagnosis  of  viral  hepatitis,  subacute 
hepatic  necrosis,  or  cirrhosis  of  the  liver.  Liver 
biopsies  can  be  indicated  to  elucidate  the  cause  of 
hepatomegaly,  hyperbilirubinemia  or  hypersplenism. 
Wilson’s  disease  and  hemachromatosis  can  be  diag- 
nosed by  liver  biopsy  as  can  granulomatosis  of  the 
liver  as  in  sarcoidosis  and  tuberculosis.  Liver  biop- 
sies are  done  to  confirm  metastatic  disease  of  the 
liver  rather  frequently.  Contraindications  of  the  liver 
biopsy  include  an  uncooperative  patient,  impaired 
hemostasis  as  demonstrated  by  a prolonged  bleed- 
ing time,  a prothrombin  time  greater  than  50%  of 
normal  or  severe  thrombocytopenia.  Infection  in 
the  right  pleural  space  or  profound  anemia  are  also 
listed  as  contraindications.  If  compatible  blood  is 
not  available,  one  would  also  hesitate  to  do  a liver 
biopsy.  1 have  certainly  heard  physicians  say  that 
they  are  afraid  of  bile  peritonitis  in  severe  obstruc- 
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tion  but  I could  not  find  this  listed  as  a con- 
traindication to  liver  biopsy.  I do  not  think  that  the 
prothrombin  time  was  elevated  enough  to  contrain- 
dicate a liver  biopsy  in  this  patient.  Therefore,  I 
think  a liver  biopsy  might  have  been  considered. 

Very  high  on  my  list  of  differential  diagnoses 
would  be  cirrhosis  of  the  liver.  I do  not  have  a 
history  of  alcoholism  but  it  certainly  does  not  rule 
out  alcoholic  cirrhosis.  I think  more  than  one  phy- 
sician has  been  fooled  and  found  out  either  on 
biopsy  of  the  liver  or  on  operation  that  the  patient 
did  indeed  have  cirrhosis  due  to  alcoholism.  We  did 
not  have  a past  history  of  viral  hepatitis  to  suggest 
a post  hepatitic  cirrhosis  in  this  case  either.  I cer- 
tainly do  not  think  the  clinical  picture  fits  a biliary 
cirrhosis.  I would  also  like  to  have  seen  some  more 
signs  of  chronic  liver  disease  such  as  ascites  or 
spider  angiomas  to  substantiate  a diagnosis  of  cir- 
rhosis. One  would  wonder  whether  the  patient’s 
hemorrhoids  weren’t  secondary  to  portal  hyperten- 
sion. 

I feel  that  the  low  SGOT  rules  out  acute  viral 
hepatitis  but  you  have  to  consider  a florid  cirrhosis 
which  is  another  name  for  alcoholic  hepatitis  or 
acute  alcoholic  fatty  liver  with  cholestasis.  This  en- 
tity would  fit  the  clinical  picture  quite  nicely.  I do 
not  think  chronic  active  hepatitis  is  a likely  diag- 
nosis. 

Since  laboratory  data  support  a possible  obstruc- 
tive jaundice,  it  certainly  could  be  an  extrahepatic 
obstructive  jaundice.  If  the  patient  had  gallstones 
and  had  developed  a common  duct  obstruction  and 
also  had  underlying  cirrhosis,  this  could  account  for 
both  the  acute  and  chronic  aspects  of  this  case.  1 
cannot  completely  exclude  a malignancy  but  I would 
expect  to  see  more  weight  loss  and  a more  chronical- 
ly ill  patient.  I am  ruling  out  pancreatic  carcinoma 
with  obstructive  jaundice.  As  I point  out,  however, 
cholestatic  jaundice  may  occur  in  cirrhosis  or  in 
acute  alcoholic  fatty  liver.  An  acute  cholecystitis 
from  an  impacted  stone  should  be  considered  but 
1 think  there  is  more  to  this  case  than  that.  I feel 
that  the  patient  has  a hemolytic  process  as  well  as 
obstructive  jaundice.  The  hemolytic  process  is  com- 
pensated and  may  explain  some  macrocytosis.  I 
believe  the  patient  had  cirrhosis  and  portal  hyper- 
tension causing  bleeding  hemorrhoids. 

DR.  BRUCE  VOGT’S  DIAGNOSIS 

Cirrhosis  of  the  liver 
Compensated  hemolytic  anemia 

*DR.  LEIGHTON  JUMP:  Can  you  decide  whether 
the  patient  has  intrahepatic  or  extrahepatic  obstruc- 
tion? 

DR.  VOGT:  No. 
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DR.  JUMP:  Is  the  indirect  hyperbilirubinemia  ex- 
plained by  the  cholestatic  picture? 

DR.  VOGT:  No,  cholestasis  usually  leads  to  a direct 
hyperbilirubinemia  but  indirect  hyperbilirubinemia 
can  occur. 

DR.  JUMP:  Would  hepatitis  explain  high  indirect 
bilirubin  alone? 

DR.  VOGT:  I don't  think  so.  Hepatitis  would  also 
cause  an  elevation  of  direct  bilirubin. 

DR.  BARLOW:  Obstructive  or  parenchymal  jaun- 
dice may  often  have  both  direct  and  indirect  biliru- 
bin elevation. 

*DR.  W.O.  ROSSING:  What  was  the  cause  of  the 
abdominal  pain? 

DR.  VOGT:  It  could  have  been  on  the  basis  of 
obstruction  by  a common  duct  stone  but  the  patient 
still  could  have  been  an  alcoholic  and  the  pain 
could  have  been  due  to  alcoholic  hepatitis. 

**DR.  STEVE  NOLL:  How  useful  is  the  radioac- 
tive Rose  Bengal  test  in  differentiating  obstructive 
from  parenchymal  jaundice? 

DR.  BARLOW:  We  have  used  it  quite  a number  of 
times  in  the  diagnosis  of  biliary  atresia  in  infants  but 
we  have  not  received  a request  for  this  test  for  the 
differential  diagnosis  of  jaundice  in  adults.  It  is  only 
occasionally  helpful. 

***DR.  LOREN  AMUNDSON:  Would  not  the 
high  prothrombin  time  have  been  a contraindication 
to  liver  biopsy? 

DR.  VOGT:  1 do  not  think  it  is  high  enough. 

DR.  BARLOW:  It  would  have  scared  me. 

****DR.  HOWARD  HOODY:  Could  you  have  dif- 
ferentiated obstructive  from  hepatocellular  jaundice 
by  giving  the  patient  Vitamin  K? 

DR.  VOGT:  I think  that  is  a very  good  point.  If  the 
patient's  prothrombin  time  had  become  normal  after 
Vitamin  K,  this  would  have  suggested  obstructive 
jaundice  due  to  malabsorption  of  Vitamin  K rather 
than  parenchymal  disease  in  which  the  hepatic  cells 
could  not  utilize  Vitamin  K and  in  which  the 
prothrombin  time  would  have  remained  elevated  af- 
ter injection  of  Vitamin  K. 
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ft  Specialist  in  Internal  Medicine,  Sioux  Valley  Hospital; 
Clinical  Faculty,  School  of  Medicine,  University  of 
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tDR.  WALLACE  ARNESON:  I certainly  think  the 
very  high  white  count  with  many  polys  is  a very 
significant  piece  of  information  and  has  been  over- 
looked. 

DR.  VOGT:  1 think  that  count  could  be  seen  in  an 
obstructed  common  duct  or  in  acute  alcoholic  fatty 
liver. 

ttDR.  WARREN  JONES:  This  patient  was  sent 
into  the  hospital  by  a relative.  When  I saw  her  she 
was  well  oriented,  had  an  exquisitely  tender  ab- 
domen with  a board-like  quality.  When  I also  noted 
the  high  white  count,  I immediately  obtained  surgi- 
cal consultation  as  I thought  this  was  an  acute 
surgical  abdomen.  I discussed  the  case  with  Dr. 
Arneson  and  was  very  anxious  for  him  to  operate 
immediately.  Dr.  Arneson  did,  however,  delay  the 
operation  until  the  next  morning.  Incidentally,  it  was 
not  until  well  after  the  operation  that  I was  able  to 
obtain  a clear  cut  history  of  heavy  alcoholic  intake 
from  the  children.  The  husband  denied  this  prior  to 
surgery. 

DR.  ARNESON:  I thought  that  the  patient  had  a 
classical  acute  obstructive  cholecystitis  with  or  with- 
out a stone  in  the  common  duct.  I do  not  think  you 
need  a stone  in  the  common  duct  for  jaundice  in 
these  cases.  After  the  patient  was  asleep,  we  ex- 
amined her  belly  again  and  found  a mass  in  the  right 
upper  quadrant.  I thought  this  was  also  consistent 
with  acute  obstructive  cholecystitis.  I think  it  is  wise 
always  to  examine  a patient  after  they  are  under 
anesthesia.  On  entering  the  abdomen,  the  patient 
had  cloudy  yellow  ascitic  fluid  and  a normal  gall- 
bladder but  an  enlarged  liver  which  was  biopsied. 

DR.  JUMP:  Do  you  think  the  enlarged  liver  was  the 
mass  on  the  x-ray? 

DR.  ARNESON:  I suppose  so. 

DR.  AMUNDSON:  Did  you  consider  gallstone  ileus 
in  this  case? 

DR.  VOGT:  I did  not  because  I did  not  think  it  ex- 
plained all  the  findings. 

DR.  ARNESON:  I have  seen  many  cases  with  this 
clinical  picture  before  and  they  have  always  turned 
out  to  be  acute  obstructive  cholecystitis.  I am  afraid 
if  I saw  this  again,  I would  also  call  it  acute  obstruc- 
tive cholecystitis.  The  liver  was  irregularly  nodular 
and  I thought  definitely  cirrhotic  grossly  but  I did 
not  think  it  descended  to  the  iliac  crest  as  the  x-ray 
suggests. 

tttDR.  DORENCE  ENSBERG:  How  do  you  ex- 
plain the  mild  scleral  icterus  and  yet  the  patient  had 
a very  high  bilirubin. 

DR.  JONES:  I think  it  was  because  I saw  the  patient 
at  night  and  did  not  appreciate  the  marked  jaundice 
until  I saw  her  in  sunlight. 
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Figure  2 

Low  power  to  show  extensive  fatty  metamorphosis. 


Figure  3 

Degenerating  liver  cells  and  acute  inflammatory  cells  re- 
placing liver  cells  which  have  disappeared. 


DR.  BARLOW:  The  liver  biopsy  showed  a classic 
pattern  of  acute  fatty  liver  of  alcoholism.  This  dis- 
ease has  been  given  many  names  including  steato- 
necrosis-Mallory  body  type,  florid  cirrhosis,  acute 
alcoholic  hepatitis,  acute  hepatitis  of  alcoholism,  and 
acute  alcoholic  fatty  liver.  The  first  slide  (Fig.  2) 
showed  complete  distortion  of  the  hepatic  archi- 
tecture with  nodules  of  liver  cells  filled  with  fat  and 
with  intervening  fibrous  bands.  On  higher  power 
(Fig.  3)  there  is  marked  fatty  change  as  well  as 
many  liver  cells  that  are  degenerating  and  which 
contain  alcoholic  hyalin  (Fig.  4).  There  are  multiple 
areas  of  acute  necrosis  within  the  liver  replaced  by 
polymorphonuclear  leukocytes.  This  picture  is  seen 
in  alcoholics  who  have  periods  of  hard  drinking. 
There  is  usually  abundant  fat  within  the  liver  as  well 
as  the  areas  of  necrosis  and  the  presence  of  alcoholic 


* Director.  Family  and  Community  Medicine  Center, 
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Figure  4 

In  center  is  degenerating  liver  cell  with  alcoholic  hyalin 
surrounded  by  acute  inflammatory  cells. 


hyalin  as  1 have  shown.  There  may  be  variable  de- 
grees of  cirrhosis  depending  on  the  duration  of  the 
patient's  alcoholism.  Eventually,  the  patient  will 
progress  to  a shrunken  alcoholic  liver  if  the  patient 
does  not  die  during  an  acute  episode  of  fatty  liver 
such  as  this.  I should  point  out  that  these  patients 
often  can  go  into  hepatic  coma  and  die  in  this  phase 
of  the  disease.  They  have  a characteristic  enlarged 
fatty  liver  with  the  histology  that  I have  described. 
In  one  large  series,  these  patients  were  all  noted  to 
be  alcoholics.  They  frequently  present  with  ascites, 
jaundice,  weakness,  anorexia  and  weight  loss.  Ab- 
dominal pain  or  nausea  and  vomiting  can  occur  in 
this  disease.  These  patients  usually  have  an  enlarged 
liver  and  are  very  frequently  clinically  jaundiced. 
They  may  have  fever-30%  of  them  have  been  noted 
to  have  a fever  over  1 0 1 °F. 


*DR.  LLOYD  SWEENEY:  What  is  the  abdominal 
pain  due  to  in  these  patients;  distention  of  the  liver 
capsule? 

DR.  BARLOW:  I presume  so.  Certainly  they  fre- 
quently have  abdominal  pain,  nausea  or  vomiting. 
Almost  all  of  them  have  weakness  or  anorexia  and 
some  can  have  signs  of  portal  hypertension  or 
chronic  liver  disease.  Many  of  these  patients  are 
mildly  anemic  and  in  one  series  60%  of  the  patients 
in  the  biopsy  series  and  80%  of  the  patients  in  the 
autopsy  series,  had  elevated  white  counts  above 
10,000/mm3.  The  reticulocyte  count  is  often  in- 
creased. The  bilirubin  was  elevated  chemically  in 
90%  of  the  patients,  75%  of  the  patients  can  have  a 
bilirubin  above  5 and  40%  above  15  mgs/dl.  The 
alkaline  phosphatase  is  elevated  in  80%  of  patients. 
90%  of  the  patients  had  elevated  SGOT’s  usually 
less  than  200  units.  Decreased  albumin,  increased 
prothrombin  time  as  well  as  increased  gamma  globu- 
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lin  are  frequently  seen  in  these  patients  as  demon- 
strated by  this  case.  I believe  that  what  this  disease 
represents  is  acute  hepatic  alcoholic  poisoning.  This 
may  be  engrafted  at  any  time  during  the  course  of  an 
alcoholic  in  the  chronic  slower  progression  of  fatty 
liver  to  cirrhosis. 

DR.  JONES:  I would  like  to  give  the  follow-up  in 
this  patient.  I expected  the  patient  to  develop  deliri- 
um tremens  but  she  did  not.  I treated  the  patient 
with  thiamine  and  the  bilirubin  came  down.  The 
patient  became  ambulatory  and  I was  ready  to  send 
the  patient  for  alcoholic  rehabilitation  to  Keystone. 
However,  she  became  weaker,  developed  increasing 
signs  of  hepatic  failure  and  finally  hepatic  coma. 
She  had  a severe  hyponatremia  and  terminally  de- 
veloped sudden  severe  ascites.  During  this  course 
which  was  over  a period  of  about  six  weeks,  the 
liver  receded  in  size.  The  patient  died  from  hepatic 
failure.  Unfortunately,  there  was  no  autopsy. 

DR.  ROSSING:  This  is  a perplexing  case  but  in 
retrospect,  I believe  that  the  elevated  prothrombin 
time  and  high  gamma  globulin  on  electrophoresis 
were  two  laboratory  tests  which  could  have  sug- 
gested the  diagnosis.  Of  course,  acute  abdominal 
conditions  arise  in  cirrhotics. 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


VICE  PRESIDENT  SPEAKS 

In  the  coming  weeks,  a committee  under  the  direction  of 
Dr.  Herb  Saloum  of  Tyndall,  Chairman  of  the  Health  Care 
Services  Committee,  SDAFP,  will  be  meeting  and  studying 
the  problem  of  athletic  physicals  in  South  Dakota.  As  most 
of  you  are  aware,  there  has  been  a growing  demand  for  up- 
grading the  availability  of  physicians  for  these  physicals,  as 
well  as  upgrading  the  quality  of  the  physical  examination  it- 
self. 

It  will  be  this  committee’s  assignment  to  research  and  as- 
sess what  is  being  done  in  South  Dakota  at  the  present 
time  and  to  make  recommendations  to  the  Academy  at  its 
fall  meeting  in  the  Black  Hills. 

One  of  the  basic  problems  that  we  are  faced  with  present- 
ly is  the  thrust  by  the  chiropractors  in  the  state  to  legalize 
school  physical  examinations  by  their  organization.  As  most 
of  you  are  aware,  they  have  had  a yearly  assessment  of 
their  membership  in  order  to  lobby  and  influence  the  state 
legislature.  Their  plan  has  been  presented  in  some  form 
over  the  past  three  or  four  years.  It  is  obvious  that  we  are 
faced  with  a real  threat  in  this  area,  and  in  some  ways,  are 
deserving  of  this  challenge.  There  are  areas  in  the  state 
where  it  is  difficult  to  obtain  a physician  for  these  physi- 
cal examinations,  and  in  some  areas  the  local  physicians 
are  burdened  with  the  number  of  athletic  physicals  they 
are  required  to  do  each  year.  We  need  some  system  of  re- 
lieving the  burdened  areas  and  supplying  the  under-nour- 
ished communities  with  medical  manpower. 

I specifically  feel  that  this  is  an  area  in  which  the  family 
practice  physicians  of  South  Dakota  should  take  a special 
interest  and  be  the  leaders  in  terms  of  resolving  this  prob- 
lem. This  is  our  area  of  medicine,  and  we  should  defend 
it  and  provide  for  it. 

Another  great  concern  on  the  part  of  many  of  us  is  the 
quality  of  the  examination  itself.  Again,  I do  feel  that  we 
deserve  to  be  challenged  in  this  area,  although  not 
necessarily  by  the  chiropractors.  I feel  that  we  should  be 
challenging  ourselves  to  update  the  quality  of  the  physical 
examination  that  is  being  conducted  on  these  young 
athletes.  We  need  to  answer  the  questions:  What  is  an 
adequate  physical  examination?  How  much  time  is  re- 
quired for  it?  What  number  of  dollars  should  be  charged 
for  an  examination  that  is  feasible  for  a school  system  or 
parents  to  pay?  One  other  real  question  in  my  mind  is, 
how  often  should  it  be  necessary  to  repeat  a good  physical 
examination  on  a young  athlete? 

These  are  questions  that  we  hope  to  have  some  answers 
for,  and  present  to  the  membership  of  the  Academy  in 
August  of  1976.  I would  certainly  welcome  input  on  the 
part  of  any  physicians  in  the  state  with  regard  to  the 


problems  we  are  facing;  either  to  elicit  more  of  the  prob- 
lem, or  to  provide  partial  solution  to  our  problems.  Your 
ideas  will  be  greatly  welcomed  and  may  be  channeled 
through  me. 

Jerry  L.  Walton,  M.D. 

Vice  President 
SDAFP 

1621  South  Minnesota  Avenue 
Sioux  Falls,  SD  57105 

Malt  G.  Langenfeld,  M.D. — Spearfish,  president 
elect,  SDAFP,  died  unexpectedly  June  3,  1976. 

Resident  Joins  Faculty — Howard  Hoody,  M.D.  who 
will  finish  his  three  year  family  practice  residency  in 
Sioux  Falls  July  1,  1976,  will  join  the  Family 
Practice  Residency  faculty  as  an  Assistant  Director. 
He  will  also  serve  as  a Clinical  Instructor  at  the 
USD  School  of  Medicine,  Department  of  Com- 
munity and  Family  Medicine. 

Candidates  for  SDAFP  Board  of  Directors — Dr.  Ray 

Nemer  of  Gregory  and  Dr.  Bill  Tschetter  of  Rapid 
City  will  be  candidates  for  one  position  on  the 
Board  of  Directors,  SDAFP,  during  the  election  at 
the  Black  Hills  Summer  Seminar,  according  to  the 
nominating  committee.  Further  nominations  can  be 
made  from  the  floor. 

E.  J.  Batt,  M.D.  Joins  Faculty — Edward  J.  Batt, 
M.D.,  formerly  of  Sisseton,  SD,  and  a long  time 
SDAFP  member,  joined  the  faculty  of  the  USD 
School  of  Medicine  effective  June  1,  1976.  Ed  is 
Associate  Professor  in  the  Department  of  Com- 
munity and  Family  Medicine,  and  has  a dual  role  as 
Assistant  Director  of  the  Family  Practice  Residency 
in  Sioux  Falls. 
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SOUTH  DAKOTA  MEDICAL 
SCHOOL  ENDOWMENT  ASSOCIATION 


The  USD  School  of  Medicine  in  Vermillion,  is  expanding.  More 
South  Dakota  students  will  receive  their  entire  medical  education 
inside  the  borders  of  our  State. 


The  School  needs  the  support  and  interest  of  every  doctor  in 
South  Dakota. 


Show  your  enthusiasm  and  endorsement  by  financially  assisting 
the  Endowment  Association. 

Our  aim  is  to  provide  help  and  backing  to  the  Medical  School 
and  its  students  whenever  it  would  be  to  the  benefit  of  medical 
education  in  South  Dakota. 


We  need  your  cooperation  and  participation  to  fulfill  these  goals. 


Won’t  you  send  your  check*  today  to: 


SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT 

ASSOCIATION 

608  WEST  AVENUE,  NORTH 
SIOUX  FALLS,  SOUTH  DAKOTA  57104 


‘Contributions  are  tax  deductible 


SOUTH  DA  KOTA 


Future  Meetings 


July 

7th  International  Congress  of  Hyp- 
nosis and  Psychosomatic  Medicine, 

Marriott  Hotel,  Philadelphia,  PA. 
July  1-3.  Sponsored  by  the  U.  of 
PA.  Contact:  Martin  T.  Orne, 

M. D.,  Institute  of  PA  Hosp.,  Ill 

N.  49th  St.,  Philadelphia,  PA 
19139. 

Seventh  Annual  Summer  Program  in 
Human  Sexuality,  Institute  for  Sex 
Research,  Indiana  U„  Bloomington, 
IN,  July  21-30.  Fee:  $300.  Contact: 
Institute  for  Sex  Research,  Sum- 
mer Program,  416  Morrison  Hall, 
IN  U.,  Bloomington,  IN  47401. 

August 

Third  Annual  Aspen  Mushroom  Con- 
ference, Hotel  Jerome,  Aspen,  CO, 
Aug.  8-13.  Contact:  Aspen  Mush- 
room Conf.,  1818  Gaylord  St.,  Den- 
ver, CO. 

1976  Black  Hills  Seminar,  Howard 
Johnson  Motor  Lodge,  Rapid  City, 
SD,  Aug.  12-14,  Sponsors:  SD  AFP 


and  SD  Ob-Gyn  Societies.  SDAFP 
Sec.-Treas:  L.  H.  Amundson,  MD, 
3001  S.  Holly,  Sioux  Falls,  SD 
57105. 

September 

Current  Trends  in  Clinical  Anesthe- 
sia, New  York  University,  New 
York,  NY,  Sept.  18-19.  13  hrs. 
Category  I credits.  Tuition:  $160. 
Contact:  James  Cottrell,  M.D., 

Dept,  of  Anesthesiology,  NYU 
School  of  Medicine,  550  1st  Ave., 
New  York,  NY  10016. 

South  Dakota  Society  of  Internal 
Medicine  and  Regional  Meeting  of 
American  College  of  Physicians, 

Yankton,  South  Dakota,  Sept.  24- 
25.  Contact:  E.  W.  Sanderson, 

M.D.,  1320  S.  Minn.  Ave.,  Sioux 
Falls,  SD. 

October 

Neurosurgery  1976,  New  York  Uni- 
versity, New  York,  NY,  Oct.  6-9. 
24  hrs.  Category  I credit.  Tuition: 
$250.  Contact:  Associate  Dean, 

NYU  Postgraduate  Medical  School, 
550  1st  Ave.,  New  York,  NY 
10016. 

42nd  Annual  Scientific  Assembly  of 
the  American  College  of  Chest 
Physicians,  Atlanta,  GA,  Oct.  24- 
28.  AMA  credits.  Contact:  Am. 
Col.  of  Chest  Phy.,  911  Busse 
Highway,  Park  Ridge,  IL  60068. 


November 

Symposium  on  Viral  Hepatitis,  Am. 
Assoc,  for  the  Study  of  Liver 

Diseases,  Hyatt  Regency  Hotel, 
Chicago,  IL,  Nov.  3-4.  Contact: 
AASLD,  Symposium  on  Viral 
Hepatitis,  c/o  Charles  Slack,  Inc., 
6900  Grove  Rd„  Thorofare,  NJ. 

21st  Annual  Clinical  Conference, 

“Current  Concepts  in  the  Manage- 
ment of  Primary  Bone  and  Soft 
Tissue  Tumors”  Shamrock  Hilton 
Hotel,  Houston,  TX,  Nov.  11-12. 
Contact:  Stephen  C.  Stuyck,  Ander- 
son Hosp.  & Tumor  Inst.,  Houston, 
TX  77030. 

Portal  Systemic  Encephalopathy  in 
Hepatic  Coma:  Pathogenesis  Assess- 
ment and  New  Forms  of  Therapy, 

Yale  New  Haven  Med.  Center, 
New  Haven,  CT,  Nov.  11-13.  Con- 
tact: Harold  Conn,  M.D.,  Yale  U. 
School  of  Med.,  Dept,  of  Internal 
Med.,  333  Cedar  St.,  New  Haven, 
CT  06510. 

American  Association  for  Clinical 
Immunology  and  Allergy  Annual 
Meeting,  Braniff  Place  Hotel,  Tuc- 
son, AZ,  Nov.  28  - Dec.  2.  Con- 
tact: Mr.  Howard  Silber,  Ex.  Dir., 
AACIA,  Box  912,  Omaha,  NE 
68101. 


FAMILY  PRACTITIONER  WANTED 

Family  practitioner  wanted  to  join  corporate  group 
of  five  physicians.  Liberal  fringe  benefits:  profit 
sharing,  health  insurance,  life  and  disability  insur- 
ance, malpractice  insurance.  Medical  building  ad- 
jacent to  52  bed  accredited  hospital.  Clerkship  site 
for  Medical  School.  College,  two  lakes,  great  fishing, 
hunting  and  water  sports.  Rapid  growing  community. 
Southeastern  South  Dakota.  Population  — 6,600, 
serving  area  of  20,000.  For  complete  details  write 
or  call: 

Terry  T.  Kass 

The  Madison  Clinic,  Ltd. 

903  North  Washington 
Madison,  South  Dakota  57042 
Office:  (605)  256-4564 
Home:  (605)  256-6212 


FAMILY  PRACTITIONER  WANTED 

Family  practitioner  wanted  to  join  multi-specialty 
group  of  25  physicians.  Fringe  benefits:  profit  shar- 
ing, health  insurance,  life  and  disability  insurance, 
malpractice  insurance,  and  liberal  education,  and 
meeting  expenses.  New  67,000  sq.  ft.  clinic  building 
ready  for  occupancy  September  1,  1976.  Medical 
school,  two  colleges,  excellent  school  systems, 
great  fishing,  hunting,  and  water  sports  area.  Rapid 
growing  community.  Southeastern  South  Dakota. 
Population  — 80,000  serving  area  of  120,000.  For 
complete  details  write  or  call: 

E.  J.  Gerloff 

CENTRAL  PLAINS  CLINIC,  Ltd. 

1505  S.  Minnesota  Ave. 

Sioux  Falls,  South  Dakota  57105 
OFFICE:  (605)  336-1820 
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Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  11, 1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
thinking  in  this  vital  area. 

1.  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3.  When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5.  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

I*.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9.  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


This  Is  Your 


Medical  As  sociation 


Speakers  at  the  Siouxland  Chap- 
ter of  the  American  Association 
of  Critical  Care  Nurses  held  in 
Sioux  Falls  heard  James  Rey- 
nolds, M.D.  speak  on  septic 
shock;  Lowell  Hyland,  M.D  .,  on 
anaphylactic  shock;  and  Robert 
Talley,  M.D.,  on  cardiogenic 
shock. 

He  H*  H*  H* 

L.  P.  Ebbert,  M.D.,  Rapid  City, 
lectured  on  “Evaluation  of  Ane- 
mia,” for  medical  personnel  at 
the  Hot  Springs  Veterans  Ad- 
ministration Center. 

* * H*  H= 

The  Dr.  William  E.  Donahoe 
Memorial  Scholarship  has  been 
established  by  the  late  Sioux 
Falls  pediatrician’s  family  and 
friends  at  the  USD  School  of 
Medicine  from  numerous  contri- 
butions received.  Income  from 
the  fund  will  be  distributed  to 
USD  medical  students  on  the 
basis  of  need. 

$ * * $ 

The  South  Dakota  Licensed 
Practical  Nurse  Association  held 
its  workshop  and  annual  con- 
vention in  Aberdeen.  Conven- 
tion program  participants  in- 
cluded Peter  Carter,  M.D.  who 
spoke  on  internal  medicine  sub- 
jects and  Glenn  Shaurette,  M.D. 
from  the  Northeastern  Mental 
Health  Center. 


Dean  Karl  Wegner  announced 
the  appointment  of  Loren  Peter- 
sen, M.D.  as  chairman  of  the 
USD  Medical  School  Depart- 
ment of  Obstetrics  and  Gyne- 
cology. Dr.  Petersen  was  born  in 
Garretson,  South  Dakota,  grad- 
uated from  South  Dakota  State 
University  and  received  his  M.D. 
degree  from  the  University  of 
Minnesota.  He  interned  at  St. 
Paul  Ramsey  Hospital  and  served 
his  residency  at  the  University 
of  Oregon.  Dr.  Petersen  will  be 
located  in  Yankton  where  he 
will  assume  his  duties  on  Sep- 
tember 1. 

Hi  H4  H4  H4 


The  South  Dakota  Medical 
School  Endowment  Board  of 
Directors  gratefully  acknowl- 
edges memorials  received  in 
memory  of  the  following 
physicians: 

Walter  Gysin,  M.D. 

Lyle  Hare,  M.D. 

W.  J.  Hage,  M.D. 

M.  M.  Morrissey,  M.D. 

Thomas  O'Toole,  M.D. 

Thomas  Reul,  M.D. 

Loyola  Taylor,  M.D. 


Robert  E.  Van  Demark,  M.D., 

Sioux  Falls,  was  the  recipient  of 
the  United  Cerebral  Palsy’s  Hu- 
manitarian Service  Award  for  his 
many  years  of  work  with  the 
cerebral  palsied  patients.  He  has 
been  a Fellow  of  the  American 
Academy  of  Cerebral  Palsy  since 
1950. 

Hi  H;  H4  H4 

Participants  in  the  20th  annual 
state  convention  of  the  South 
Dakota  Chapter,  American  As- 
sociation of  Medical  Assistants 
held  in  Sioux  Falls  included 
John  H.  Hoskins,  M.D.,  AAMA 
state  adviser,  J.  S.  Devick,  M.D., 
local  AAMA  adviser,  D.  J.  Ken- 
nelly,  M.D.,  Michael  Rost,  M.D. 
and  Rifat  Hussain,  M.D.,  all  of 
Sioux  Falls. 

* * * * 


W.  W.  Holleman,  M.D.,  70,  a 

former  Rapid  City  physician 
and  surgeon,  died  in  Arizona 
following  a lengthy  illness.  Dr. 
Holleman  practiced  medicine 
for  ten  years  in  Corsica  and 
twenty  years  in  Rapid  City 
prior  to  moving  to  Arizona. 
He  was  a member  of  the  Black 
Hills  District,  State  and  Amer- 
ican Medical  Associations.  Dr. 
Holleman  is  survived  by  his 
widow,  Alma,  one  son,  three 
daughters  and  ten  grandchil- 
dren. 
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New  from  Lilly/Dista  Research 


NALPON’ 

fenoprofen  cab'um 

300-mg.  Pulvules 


IDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


600091 


Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium 

(diazepam) 

2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


JULY  1976 


1 


JOURNAL  OF  MEDICINE  JULY  1976 

Vol.  XXIX/No.  7 


South  Dakota  State  Medical  Association 


Official  publication  of  the 
South  Dakota  Chapter  of 
The  American  Academy  of 
Family  Physicians 


Official  publication  of  the 
South  Dakota  Chapter  of 
the  American  College  of  Surgeons 


Subscription  Rate 
Yearly — Domestic  $8.00- 
Single  Copy  $1.00 
Foreign  $10.00 


CONTENTS 

Future  Meetings 2 

Vitamin  D — The  Old  Vitamin  and 
The  New  Hormone — The  Will  E. 

Donahoe  Lecture 

Harold  E.  Harrison,  M.  D 5 


Laboratory  Aids 

South  Dakota  Pathology  Page 16 

Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 
Lecture  #11 — Mononeuropathy 

George  C.  Flora,  M.  D 21 

President’s  Page  23 

South  Dakota  AFP  Chapter  News 25 

This  Is  Your  Medical  Association 27 

Council  Meeting  Minutes  34 

Call  for  Abstracts  40 


SOUTH  DAKOTA 

Official  publication  of  the 
608  West  Avenue,  N. 

Sioux  Falls,  South  Dakota  57104 

R.  E.  Van  Demark,  M.D. 

Editor 

Robert  D.  Johnson 
Business  Manager 

EDITORIAL  COMMITTEE 

John  F.  Barlow,  M.D. 

C.  R.  Stoltz,  M.D. 

W.  O.  Hanson,  M.D. 

Loren  Amundson,  M.D. 

H.  J.  Stensrud,  M.D. 

D.  N.  Fedt,  M.D. 

C.  B.  Gwinn,  M.D. 
Charles  Loos,  M.D. 

R.  E.  Shaskey,  M.D. 
Lawrence  Finney,  M.D. 
David  Boyer,  M.D. 
Jay  Hubner,  M.D. 
Harold  Fletcher,  M.D. 

T.  A.  Hohm,  M.D. 

Controlled  Circulation 
Postage  Paid  at 
Louisville,  Kentucky 


Future  Meetings 


August 

Third  Annual  Aspen  Mushroom  Con- 
ference, Hotel  Jerome,  Aspen,  CO, 
Aug.  8-13.  Contact:  Aspen  Mush- 
room Conf.,  1818  Gaylord  St.,  Den- 
ver, CO. 

1976  Black  Hills  Seminar,  Howard 
Johnson  Motor  Lodge,  Rapid  City, 
SD,  Aug.  12-14,  Sponsors:  SD  AFP 
and  SD  Ob-Gyn  Societies.  SDAFP 
Sec.-Treas:  L.  H.  Amundson,  MD, 
3001  S.  Holly,  Sioux  Falls,  SD 
57105. 

Practical  Cardiology  in  Medicine  and 
Surgery,  cruise  around  the  British 
Isles,  Aug.  21-Sept.  9.  16  hrs.  Cate- 
gory II  AMA  credits.  Contact: 
Seminars  & Symposia,  Inc.,  505 
Park  Ave.,  New  York,  NY  10022. 

September 

Current  Trends  in  Clinical  Anesthe- 
sia, New  York  University,  New 
York,  NY,  Sept.  18-19.  13  hrs. 
Category  I credits.  Tuition:  $160. 
Contact:  James  Cottrell,  M.D., 

Dept,  of  Anesthesiology,  NYU 
School  of  Medicine,  550  1st  Ave., 
New  York,  NY  10016. 

American  Cancer  Society/National 
Cancer  Institute  Conference  on 


Cancer  Research  and  Clinical  In- 
vestigation, Regency  Hyatt  Atlanta 
Hotel,  Atlanta,  GA,  Sept.  20-22. 
Category  I AMA  and  elective  AAFP 
credits.  Contact:  Sidney  L.  Arje, 
MD,  Am.  Cancer  Soc.,  219  E.  42nd 
St.,  New  York,  NY  10017. 

South  Dakota  Society  of  Internal 
Medicine  and  Regional  Meeting  of 
American  College  of  Physicians, 
Benet  Lounge  and  Benet  Hall  Lec- 
ture Room,  USD  Med.  School, 
Yankton  Campus,  Yankton,  SD, 
Sept.  24-25.  Contact:  R.  F.  Thomp- 
son, M.D.,  Yankton,  Clinic,  Yank- 
ton, SD  57078,  (605)  665-7822. 

Socio-Economics  of  Medicine,  land- 
sea  visits  of  Greece  and  Yugo- 
slavia, Sept.  5-20;  Sept.  12-27;  Sept. 
19-Oct.  4;  Sept.  26-Oct.  11.  15  hrs. 
Category  II  AMA  credits.  Fee: 
$150.  Contact:  Seminars  & Sym- 
posia, Inc.,  505  Park  Ave.,  New 
York,  NY  10022. 

Workshops  in  Clinical  Hematology, 

cities  in  Eastern  Europe,  Sept.  5- 
19;  Sept.  19-Oct.  3;  Oct.  3-17;  Oct. 
17-31.  15  hrs.  Category  II  AMA 
credits.  Fee:  $150.  Contact:  Semi- 
nars & Symposia,  Inc.,  505  Park 
Ave.,  New  York,  NY  10022. 

October 

Neurosurgery  1976,  New  York  Uni- 
versity, New  York,  NY,  Oct.  6-9. 
24  hrs.  Category  I credit.  Tuition: 
$250.  Contact:  Associate  Dean, 


NYU  Postgraduate  Medical  School, 
550  1st  Ave.,  New  York,  NY 
10016. 

First  Annual  Convention,  American 
College  of  International  Physicians, 
Inc.,  Chicago,  IL,  Oct.  16-17.  Con- 
tact: College  Offices,  Suite  12, 
3030  Lake  Ave.,  Fort  Wayne,  IN 
46805. 

“Clinical  Implications  and  Projections 
in  Cardiopulmonary  Medicine  and 
Surgery”,  42nd  Annual  Scientific 
Assembly,  American  College  of 
Chest  Physicians,  Atlanta  Hilton 
Hotel,  Atlanta,  GA,  Oct.  24-28. 
Fee:  ACCP  members — none;  oth- 
ers— $75.  Ex.  Dir:  Alfred  Soffer, 
M.D.,  Am.  College  of  Chest  Phy., 
911  Busse  Highway,  Park  Ridge, 
IL  60068. 

November 

Symposium  on  Viral  Hepatitis,  Am. 
Assoc,  for  the  Study  of  Liver 

Diseases,  Hyatt  Regency  Hotel, 
Chicago,  IL,  Nov.  3-4.  Contact: 
AASLD,  Symposium  on  Viral 
Hepatitis,  c/o  Charles  Slack,  Inc., 
6900  Grove  Rd.,  Thorofare,  NJ. 

American  Association  for  Clinical 
Immunology  and  Allergy  Annual 

Meeting,  Braniff  Place  Hotel,  Tuc- 
son, AZ,  Nov.  28  - Dec.  2.  Con- 
tact: Mr.  Howard  Silber,  Ex.  Dir., 
AACIA,  Box  912,  Omaha,  NE 
68101. 
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VITAMIN  D-THE  OLD  VITAMIN  AND 
THE  NEW  HORMONE 

The  Will  E.  Dona  hoe  Lecture 
Nov.  1,  1975 

University  of  South  Dakota— School  of  Medicine 

by 

Harold  E.  Harrison,  M.D.* ** 


WILLIAM  EMMETT  DONAHOE,  M.D.** 


Dr.  William  Emmett  Donahoe  was 
born  May  18,  1886,  at  Sioux  Falls, 
Dakota  Territory.  His  education  be- 
gan in  the  grade  school  at  Sioux 
Falls.  He  attended  the  St.  Thomas 
Military  Academy  and  the  College  of 
St.  Thomas  in  St.  Paul.  He  graduated 
from  the  Medical  School  of  the  Uni- 
versity of  Illinois  in  Chicago,  in  1912. 
He  served  his  internship  at  the  Lake- 


*Professor of  Pediatrics,  The  Chil- 
dren’s Medical  & Surgical  Center, 
The  lohn  Hopkins  Hospital,  Balti- 
more, Md.  21205. 

**Dr.  Donahoe  died  in  Dec.  1975. 


side  Hospital,  Chicago,  and  the  Min- 
neapolis General  Hospital.  He  en- 
tered general  practice  in  Sioux  Falls 
in  1913. 

Dr.  Donahoe  foresaw  the  almost 
unlimited  possibility  of  prevention  of 
disease  and  crippling  by  devoting  his 
time  to  the  treatment  and  care  of 
children.  He  also  foresaw  the  op- 
portunity of  teaching  parents  and  the 
public  in  general  of  methods  by 
which  children  could  be  protected 
from  the  many  incapacitating,  maim- 
ing, and  crippling  diseases  of  the 
time.  Recognizing  this  need,  in  1919 
he  went  to  the  University  of  Iowa 
for  postgraduate  work  in  pediatrics. 
At  that  time,  there  were  no  true 
residency  programs.  He  also  spent 
time  with  Doctors  Abt,  Hess,  and 
Brenneman,  in  Chicago,  and  Dr. 
Sedgewick  at  the  University  of  Min- 
nesota. 

Dr.  Donahoe  returned  to  Sioux 
Falls  in  1920  to  join  the  Sioux  Falls 
Clinic.  He  was  with  this  clinic  for 
four  years  and  then  left  the  clinic  to 
go  into  solo  practice.  He  was  in  solo 
practice  until  1949,  when  he  was 
joined  by  Dr.  Warren  Anderson. 

In  1920,  Dr.  Will  introduced  in  our 
State  the  first  immunization  program 
against  diptheria.  The  same  year  he 
also  established  the  first  public  clinic 
in  the  state  for  ill  and  well  children. 

He  also  served  as  School  Physician 
and  Sioux  Falls  Health  Officer,  doing 
most  of  this  without  pay.  He  was  also 
Superintendent  of  the  Board  of 
Health  of  Minnehaha  County.  He 
was  active  in  the  promotion  of  better 
sanitation  laws,  in  the  eradication  of 
tuberculosis,  both  in  human  and  cat- 
tle population.  In  fact,  he  organized 
the  South  Dakota  Health  and  Tuber- 


culosis Association.  He  has  worked 
prominently  with  the  Red  Cross,  Sal- 
vation Army,  Volunteers  of  America, 
and  Boy  Scouts. 

During  World  War  I he  served  in 
the  United  States  Medical  Corps.  He 
was  also  Commander  of  the  U.S. 
Public  Health  Service  of  the  Armed 
Forces  Reserve  during  1944  to  1954. 

Dr.  Will  is  a member  of  many 
fraternal  and  service  organizations. 
He  has  also  served  as  president  of  the 
Seventh  District  Medical  Society  in 
1928,  1929,  and  1930.  He  has  served 
on  the  Council  of  the  State  Medical 
Association  from  1930  and  retired  as 
chairman  in  1945. 

Dr.  Donahoe  was  a member  of  the 
staff  of  Sioux  Valley  and  McKennan 
Hospitals,  and  was  attending  physi- 
cian to  the  South  Dakota  State  Chil- 
dren's Home,  Presentation  Home,  and 
Lutheran  Home  House  of  Mercy.  He 
also  organized  the  Guild  of  Catholic 
Physicians.  Dr.  Donahoe  is  a retired 
member  of  the  South  Dakota  and 
American  Medical  Associations.  He 
is  a diplomate  of  the  American  Board 
of  Pediatrics.  He  was  a member  of 
the  Central  States  Pediatric  Society, 
which  was  a forerunner  of  the  Ameri- 
can Academy  of  Pediatrics.  He  is  a 
fellow  of  the  American  Academy  of 
Pediatrics  and  served  as  state  chair- 
man for  many  years.  He  was  also  a 
fellow  of  tve  Academy  of  Internal 
Medicine.  He  was,  in  the  past,  a fel- 
low of  the  American  Association  of 
School  Board  Physicians  and  the 
American  Public  Health  Association. 
He  was  active  in  the  Northwestern 
Pediatric  Society  and  the  Sioux  Valley 
Medical  Society. 

In  1952,  the  Cosmopolitan  and 
Civic  Club  of  Sioux  Falls  confenred 
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upon  him  the  Distinguished  Com- 
munity Service  Award,  based  on  the 
theme  of  Charity  and  Service.  He  also 
received  the  Distinguished  Service 
Award  for  the  Practice  of  Medicine 
and  Promotion  of  Public  Health, 
from  the  South  Dakota  State  Medical 
Society,  in  1957. 

Dr.  Will  was  Clinical  Professor  of 
Pediatrics  at  the  School  of  Medicine 
from  1943  to  1960.  Since  that  time  he 
has  been  Emeritus  Professor  of  Pedi- 
atrics. 

I first  met  Dr.  Donahoe  in  either 
1948  or  1949  as  a student  at  the 
medical  school.  By  a coincidence  with 
this  morning's  lecture  by  Dr.  Harri- 
son, the  only  lecture  that  I can  re- 
member clearly  that  Dr.  Donahoe 
gave  was  on  vitamins,  and  especially 
vitamin  D. 

My  next  association  with  Dr. 
Donahoe  was  on  my  return  to  pedi- 


atric practice  in  the  state.  Dr.  Dona- 
hoe was  an  active  proponent  of  free 
enterprise,  charity  as  needed,  and  the 
protection  of  the  rights  and  health  of 
all  children.  In  these  causes  he  was 
most  concerned  and  I am  sure  that 
all  pediatricians  in  practice  in  the 
state  when  he  was  active  have  re- 
ceived many  letters  from  him  pro- 
claiming his  views.  Dr.  Donahoe  was 
active  in  the  Academy  of  Pediatrics 
and  especially  enjoyed  his  visits  to  the 
various  meetings  throughout  the 
country.  In  later  years,  Dr.  Donahoe 
would  always  say,  “When  you  see  me 
at  a meeting  kick  me  in  the  shins  so  I 
am  sure  to  recognize  you.”  Well,  this 
was  not  often  necessary  as  Dr.  Dona- 
hoe had  a knack  of  remembering  his 
many  friends,  both  old  and  new  mem- 
bers. In  1967,  the  South  Dakota 
Chapter  of  the  American  Academy  of 
Pediatrics  nominated  Dr.  Donahoe  for 


a national  award  as  Outstanding 
Practicing  Pediatrician.  Accompany- 
ing his  nomination  were  letters  of 
recommendation  and  comment  from 
all  the  pediatricians  in  the  state,  the 
president  of  the  South  Dakota  Medi- 
cal Association,  and  many  practition- 
ers and  friends  throughout  the  coun- 
try. 

My  comment  on  presenting  Dr. 
Donahoe's  credentials  was  that  other 
academy  chapters  could  present  men 
who  represented  institutions  of  great 
repute,  but  from  South  Dakota  we 
present  a man  who  is  himself  an 
institution.  So,  on  November  1,  1975, 
we  here  honor  ourselves  and  those 
absent  friends  who  have  expressed 
wishes  that  they  were  here,  by  honor- 
ing Dr.  William  Emmett  Donahoe  at 
this  first  annual  Will  E.  Donahoe 
Lecture. 

W.  F.  Stanage,  M.D. 


Thank  you  Dr.  Aceto  and  Dr.  Donahoe.  I am 
privileged  to  participate  in  this  occasion  at  which  a 
distinguished  physician  is  honored  by  his  colleagues 
for  important  services  to  the  health  of  the  communi- 
ty. I have  an  additional  reason  for  expressing  my 
appreciation  of  Will  Donahoe's  contributions.  One 
of  the  capable  young  residents  in  Pediatrics  at 
Johns  Hopkins  is  a native  of  Sioux  Falls,  S.D.  and  as 
a child  had  been  a patient  of  Dr.  Donahoe.  It  is 
my  impression  that  it  was  Dr.  Donahoe’s  influence 
which  motivated  him  not  only  to  go  into  medicine 
but  to  choose  pediatrics  as  a career,  and  we  are 
grateful  to  Dr.  Donahoe  for  this  influence. 

Since  my  entry  into  the  discipline  of  pediatrics  in 
1931,  progress  in  medical  science  has  succeeded  in 
the  conquest  of  many  diseases  which  threatened  the 
life  or  health  of  children  in  this  country.  Vitamin 
D deficiency  rickets  is  one  of  the  diseases  that  has 
been  virtually  eliminated  starting  in  the  1920’s  when 
vitamin  D was  first  discovered.  What  is  a vitamin? 
A vitamin  is  an  essential,  organic  compound  re- 
quired in  small  quantities  for  specific  cell  functions, 
but  not  produced  by  body  cells  and  therefore  must 
be  obtained  in  the  diet.  Vitamin  D seemed  to  fit  into 
this  classification  because  it  was  found  that  cod 
liver  oil  contained  a substance  which  could  prevent 
experimental  rickets  both  in  dogs  and  in  rats,  and 
then,  clinical  rickets  in  infants  and  young  children. 
I doubt  very  much,  however,  if  most  infants  and 
young  children  regarded  cod  liver  oil  as  food,  so  in 
that  sense,  perhaps,  it  did  not  agree  with  our  or- 
dinary concept  of  a vitamin. 

As  will  be  evident,  vitamin  D does  differ  sub- 
stantially from  the  other  vitamins  with  which  we 
are  concerned  in  human  nutrition.  After  the  dis- 


covery of  vitamin  D,  i.e.  an  antirachitic  substance  in 
cod  liver  oil,  it  was  found  that  foods  could  be 
made  to  contain  vitamin-D-like  activity  by  irradia- 
tion with  ultra-violet  light,  and  that  rickets  could  be 
healed  by  exposure  of  the  skin  to  ultra-violet  light. 
The  reaction  with  which  we  are  concerned  is  the 
conversion  of  a pro-vitamin  D,  7-dehydro  cholester- 
ol, to  vitamin  D:!  (Fig.  1).  7-dehydrocholesterol  is 
the  pro-vitamin  D that  is  found  in  the  skin  of 
human  beings  but  there  is  another  pro-vitamin  D, 
ergosterol,  a plant  sterol,  which  undergoes  the  same 
reaction.  When  this  compound  is  exposed  to  ultra- 
violet light,  whether  sunshine  or  ultraviolet  light  in 
the  laboratory,  it  is  converted  to  vitamin  D2.  Fol- 
lowing discovery  of  this  reaction  children  were  freed 
of  the  necessity  of  taking  the  unpleasant  cod  liver 
oil  because  irradiated  ergosterol  could  easily  be 
produced  in  the  laboratory  and  in  the  late  1930’s 
milk  preparations  for  infant  feedings  were  fortified 
with  this  source  of  vitamin  D.  From  that  time  on, 
infants  and  children  on  milk  feedings  received  ade- 
quate amounts  of  vitamin  D and  the  disease,  rickets, 
became  a rarity.  The  reaction  described  above  ex- 
plains also  why  vitamin  D deficiency  had  become 
so  common  in  the  world,  at  least  the  Western 
world.  Human  beings  were  designed  to  get  their 
vitamin  D by  exposure  of  the  skin  to  sunshine,  but 
in  the  industrial  cities  of  northern  Europe  and  in 
the  northern  United  States,  the  ultra-violet  light  of 
sunshine  does  not  penetrate  through  the  smog  cre- 
ated by  the  burning  of  coal,  and  more  recently, 
oil.  Vitamin  D deficiency  was,  therefore,  the  first 
pollution  disease  of  mankind.  Young  children  suf- 
fered, particularly  those  who  lived  in  cities,  since 
they  could  not  get  ultra-violet  light  from  the  sun- 
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Figure  1 

Formula  for  7-dehydrocholesteroI  (1)  and  of  cholecalciferol,  vitamin  D3  (2),  produced  by  the  ultra-violet  irradiation  of  7 
dehydrocholesterol. 


shine. 

By  the  1940’s  rickets  had  been  eliminated,  or 
almost  entirely  eliminated,  and  it  would  have  been 
easy  for  investigators  to  have  rested  on  their  oars 
and  said  there  was  no  more  reason  to  work  on  the 
problem  of  vitamin  D.  A number  of  investigators, 
however,  did  continue  to  study  the  problem,  in- 
terested in  the  mechanism  of  action  of  this  extremely 
potent  hormone.  Only  a few  micrograms  of  this 
material  a day  are  necessary  to  prevent  rickets.  This 
did  stimulate  the  interest  of  a number  of  bio- 
chemists and  physiologists,  and  as  a result  of  per- 
sistent study  much  has  been  learned  which  now 
can  be  applied  to  the  treatment  and  prevention  of 
disabling  skeletal  diseases  other  than  classical  vita- 
min D deficiency  rickets  so  that  the  continued  re- 
search has  been  worthwhile. 

It  appears  that  what  we  call  vitamin  D is  not  the 
active  compound  which  influences  the  function  of 
body  cells.  The  initial  reaction  is  that  in  which  pro- 
vitamin D,  7-dehydrocholesterol,  in  the  skin  is  con- 
verted to  vitamin  D by  the  action  of  the  ultra- 
violet light  of  sunshine  or  artificial  ultra-violet  light. 
We  now  know  that  this  compound  has  to  be  metab- 
olized further,  first  in  the  liver,  to  form  25-hy- 
droxy  vitamin  D,  which  is  then  further  metabolized 
in  the  kidney  to  the  active  metabolite,  1,25-di- 
hydroxy  vitamin  D (Fig.  2).  This  is  what  we  call 


the  vitamin  D hormone,  because  it  now  fulfills  the 
definition  of  a hormone.  A hormone  is  a phys- 
iologically active,  organic  compound  produced  en- 
dogenously in  response  to  need  for  control  of  cell 
functions.  The  formation  of  1,25-dihydroxy  vita- 
min D is  under  the  control  of  parathyroid  hormone 
and  is  also  controlled  by  the  phosphate  concentra- 
tion in  the  body  fluids.  If  an  individual  is  placed  on 
a low  calcium  diet,  there  is  stimulation  of  para- 
thyroid hormone  output  which  in  turn  stimulates  the 
formation  of  1,25-dihydroxy  vitamin  D.  By  the  ac- 
tion of  this  compound  calcium  absorption  is  in- 
creased from  the  gut  so  that  we  can  adapt  to  a low 
calcium  diet.  Contrarywise,  we  can  adapt  to  a high 
calcium  diet  by  turning  off  parathyroid  hormone 
and  producing  less  1,25-dihydroxy  vitamin  D so 
that  we  don’t  absorb  too  much  calcium  and  don’t, 
therefore,  all  suffer  from  hypercalciuria  and  kidney 
stones.  We  also  can  adapt  to  a low  phosphate  level 
in  our  body  fluids  by  increasing  the  formation  of 
the  active  vitamin  D hormone  which  then  increases 
the  absorption  of  phosphate  from  the  diet  as  well 
as  influencing  the  retention  of  phosphate  by  the 
kidney.  We  have  then  a very  elegant  system  for 
adaptation  which  maintains  levels  of  calcium  and 
phosphate  in  body  fluids  which  are  adequate  for 
the  formation  of  bone  mineral. 

If  the  concentrations  of  calcium  and  phosphate 
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VITAMIN  D CYCLE 
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Figure  2 

The  vitamin  D cycle:  sequence  of  transformations  resulting  in  the  active  vitamin  D hormone,  1,25-dihydroxy  vitamin  D 
(1,25-diOHCC). 


in  body  fluids  are  both  high,  the  reaction  in  the 
kidney  is  not  the  formation  of  1,25-dihydroxy  vit- 
amin D,  but  of  24,25-dihydroxy  vitamin  D which 
is  a relatively  inactive  compound.  Although  this  is 
a very  effective  adaptive  system  for  the  control  of 
calcium  and  phosphate  concentrations  in  the  body 
fluids,  like  all  complex  cycles,  it  can  be  interfered 
with  by  various  inborn  errors  of  metabolism  or  en- 
vironmental factors.  We  now  know  that  there  are  a 
number  of  diseases  in  which  this  cycle  is  blocked  in 
one  way  or  another  and  by  our  understanding  of 
the  physiology  of  this  cycle  we  can  prevent  or  treat 
the  abnormalities  of  calcium  or  phosphate  metabo- 
lism due  to  defects  of  vitamin  D metabolism. 

The  active  vitamin  D hormone,  1,25-dihydroxy 
vitamin  D,  is  still  an  investigational  drug  and  as  a 
substitute  we  can  use  dihydrotachysterol  (DHT) 
which  is  available.  This  compound  is  an  isomer  of 
vitamin  D which  has  the  A ring  rotated  180  de- 
grees, so  that  the  hydroxy  group  in  this  compound 
is  geometrically  in  the  1 -carbon  position.  DHT  is  a 
pseudo  1 -hydroxy  compound  that  has  some  of  the 
properties  of  1,25-dihydroxy  vitamin  D.  Although 
much  less  potent,  it  can  be  used  as  a substitute  for 
1,25-dihydroxy  vitamin  D under  those  conditions  in 
which  there  is  failure  of  production  of  the  1,25 
compound.  One  of  the  entities  in  which  this  par- 
ticular compound  is  of  great  value  is  in  the  treat- 
ment of  hypoparathyroidism. 

Since  the  formation  of  1,25-dihydroxy  vitamin 
D requires  parathyroid  hormone,  patients  with  hy- 


poparathyroidism cannot  produce  1,25-dihydroxy 
vitamin  D in  adequate  amounts  and  require  large 
amounts  of  vitamin  D to  maintain  their  serum 
calcium  concentrations  in  the  normal  range.  If  we 
could  treat  them  with  1,25-dihydroxy  vitamin  D, 
only  very  tiny  amounts  would  be  needed.  However, 
since  this  is  not  yet  available  as  a substitute,  di- 
hydrotachysterol which  is  more  potent  and  more 
satisfactory  than  vitamin  D can  be  used.  For  ex- 
ample in  two  patients,  one  an  adult  with  surgical 
hypoparathyroidism  following  thyroidectomy  and 
one  a child  with  idiopathic  hypoparathyroidism, 
about  2 mg  a day  of  vitamin  D were  necessary  to 
maintain  normal  concentrations  of  serum  calcium. 
When  dihydrotachysterol  was  substituted  both  of 
these  patients  became  hypercalcemic  until  the  dose 
of  dihydrotachysterol  was  reduced  to  0.3  to  0.5  mg 
per  day.  Dihydrotachysterol  is  then  about  four  to 
five  times  as  potent  as  vitamin  D in  the  treatment  of 
the  hypocalcemia  of  hypoparathyroidism. 

Just  as  parathyroid  hormone  is  necessary  for  the 
formation  of  the  active  vitamin  D hormone,  vitamin 
D is  necessary  for  the  complete  effect  of  parathyroid 
hormone.  There  is  a very  interesting  interrelation- 
ship of  this  polypeptide  hormone  and  a steroid 
hormone,  the  vitamin  D hormone.  The  vitamin  D 
deficient  rat  is  hypocalcemic  and  when  given  para- 
thyroid hormone  shows  no  response,  either  as  meas- 
ured by  rise  of  serum  calcium  concentration  or  by 
phosphaturic  effect.  If  the  animal  is  pretreated  with 
a small  amount  of  vitamin  D,  the  same  dose  of 
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parathyroid  hormone  causes  a sharp  rise  of  serum 
calcium  concentration  and  a phosphaturia  with  de- 
crease of  serum  phosphorus  concentration.  The  vit- 
amin D deficient  subject  or  more  precisely  the  sub- 
ject lacking  the  active  vitamin  D hormone,  1,25- 
dihydroxy  vitamin,  is  hypocalcemic  both  because  of 
poor  absorption  of  calcium  from  ihe  intestine  and 
relative  unresponsiveness  to  parathyroid  hormone. 
As  a consequence  of  this  hypocalcemia  there  is 
hyperplasia  of  the  parathyroids  and  marked  sec- 
ondary hyperparathyroidism  which  contributes  to 
the  demineralization  of  the  skeleton.  We  can  now 
classify  rickets  and  osteomalacia  into  two  major 
categories:  A — patients  with  a deficiency  of  the 
vitamin  D hormone  and  secondary  hyperparathy- 
roidism and  B— patients  with  hypophosphatemia 
due  to  primary  defects  of  renal  tubular  reabsorp- 
tion of  phosphate  who  are  normocalcemic  and  do 
not  have  secondary  hyperparathyroidism  as  a major 
factor  in  their  disease  (Fig.  3). 

I shall  review  some  of  the  various  forms  of  rickets 
and  osteomalacia  of  the  first  category  in  which  there 
is  a deficiency  of  the  essential  vitamin  D metabolite. 
Classical  rickets  due  to  lack  of  vitamin  D is  rare 
but  we  do  see  it  occasionally  in  babies  who  are 
exclusively  breast  fed.  Human  milk  which  is  ob- 
viously the  food  devised  by  nature  for  the  human 
infant  does  not  contain  much  vitamin  D.  This  is  not 


an  oversight  of  nature  but  an  artifact  of  mankind. 
The  human  infant  was  supposed  to  be  raised  in  a 
climate  in  which  he  could  be  exposed  throughout 
the  year  to  sunshine  with  adequate  ultra-violet  en- 
ergy. Man  has  preversely  decided  not  to  live  in 
such  a climate.  We  have  lived  in  cities  in  the  north 
temperate  zone  and  we  have  deprived  our  infants 
and  children  of  the  benefit  of  the  ultra-violet  light  of 
sunshine  for  much  of  the  year.  We  have  been  able 
to  get  around  it,  of  course,  by  finding  that  we  could 
substitute  laboratory  produced  vitamin  D for  the 
vitamin  D produced  by  the  effect  of  sunshine  on 
the  skin.  Some  mothers  who  breast  feed  their  babies 
do  not  recognize  this  problem.  They  believe  that 
human  milk  should  be  everything  to  their  babies 
and  do  not  give  supplemental  vitamins.  Food  fad- 
dism  is  increasing  in  some  parts  of  the  country, 
and  among  the  faddists  are  strict  vegetarians,  who 
prohibit  the  use  of  any  food  of  animal  origin  except 
human  milk.  Infantile  rickets  due  to  vitamin  D 
deficiency  is  being  seen  in  this  group. 

Vitamin  D deficiency  can  be  secondary  to  fat 
malabsorption.  An  example  is  an  infant  a little  over 
two  months  of  age  with  a convulsion  due  to  hy- 
pocalcemia. Hypocalcemic  convulsions  as  a mani- 
festation of  rickets  were  very  common  in  the  days 
when  Dr.  Donahoe  was  first  practicing  medicine. 
Initially  we  thought  this  child  might  have  hypo- 
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Figure  3 

Classification  of  rickets  and  osteomalacia  based  on  division  into  2 main  groups:  A - those  in  which  the  active  vitamin  D 
hormone  is  deficient  and  B • those  in  which  there  is  predominantly  an  excessive  loss  of  phosphate  in  urine  due  to  defect  of 
renal  tubular  function. 
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paratiiyroidism  and  tried  the  child  on  a high  cal- 
cium, low  phosphorus  intake  but  there  was  no  re- 
sponse. By  this  time  it  was  recognized  that  the 
child  had  steatorrhea  and  hypomagnesemia  which 
was  another  manifestation  of  intestinal  malabsorp- 
tion. The  child  was  then  given  a large  dose  of 
vitamin  D,  and  sufficient  vitamin  D was  absorbed 
despite  the  fat  malabsorption  to  effect  a cure. 

Another  problem  is  a block  in  the  vitamin  D 
cycle  due  to  liver  disease.  A specific  patient  had 
mild  neonatal  hepatitis  and  at  two  months  of  age 
presented  with  hypocalcemia  and  early  rickets.  We 
now  know  that  babies  with  hepatitis  do  require  in- 
creased amounts  of  vitamin  D because  of  impaired 
formation  of  25-hydroxy  vitamin  D.  Some  of  these 
babies  have  been  treated  with  25-hydroxy  vitamin 
D and  1 would  assume  that  in  the  future  when 
25-hydroxy  vitamin  D is  cleared  by  the  Food  and 
Drug  Administration  that  it  will  be  used  as  a prefer- 
able vitamin  D preparation  in  the  treatment  of  pa- 
tients with  liver  disease,  whatever  the  cause.  This 
should  be  true  for  adults,  also,  because  there  are 
adults  with  cirrhosis  of  the  liver,  or  other  forms  of 
liver  disease  who  do  have  osteomalacia  as  the  result 
of  25-hydroxy  vitamin  D deficiency.  It  is  now  pos- 
sible to  measure  25-hydroxy  vitamin  D in  the  plasma 
by  a specific  competitive  protein  binding  technique, 
and  this  will  be  of  added  value  in  the  diagnosis  of 
this  problem  in  patients  with  liver  disease. 

Patients  on  anti-convulsants  may  develop  rickets 
and  osteomalacia.  In  a study  at  one  of  the  institu- 
tions for  mentally  retarded  children  in  Maryland 
serum  calcium,  phosphorus  and  alkaline  phosphatase 
determinations  were  done  in  severely  retarded  chil- 
dren, some  with  convulsions  and  receiving  anti- 
convulsants, others  with  the  same  degree  of  brain 
damage  but  not  getting  any  anti-convulsants.  All 
were  receiving  the  same  diet  and  supposedly  the 
same  amount  of  vitamin  D.  The  serum  calcium  and 
phosphorus  concentrations  were  significantly  lower 
in  the  children  on  anti-convulsants  than  those  not 
receiving  the  anti-convulsants  and  concentrations  of 
alkaline  phosphatase  were  higher.  The  mechanism 
for  this  has  now  been  elucidated.  The  major  anti- 
convulsants, phenobarbital  and  diphenylhvdantoin, 
are  enzyme  inducers  which  induce  enzymes  in  the 
liver,  oxidases  of  the  cytochrome  P-450  series. 
These  enzymes  further  hydroxylate  25-hydroxy  vit- 
amin D to  more  polar  compounds  which  are  gly- 
curonidated  and  excreted  as  inactive  glycuronides  in 
the  bile.  This  reaction  removes  25-hydroxy  vitamin 
D from  the  main  pathway  of  metabolism,  leading 
to  a deficiency  of  substrate  for  the  formation  of 
1,25-dihydroxy  vitamin  D.  It  is  now  recommended 
that  children  and  adults  receiving  anti-convulsant 


medication,  particularly  combinations  of  anti-con- 
vulsants, be  given  supplementary  vitamin  D.  This 
does  not  have  to  be  an  extremely  large  amount  of 
vitamin  D and  possibly  1000  units  a day  will  suffice, 
which  is  not  outside  the  range  of  vitamin  D intake 
that  many  people  take  in  this  country.  Occasionally 
we  do  see  a patient  on  anti-convulsants  who  has  not 
been  receiving  much  vitamin  D and  has  not  been 
exposed  adequately  to  sunshine,  who  has  complicat- 
ing hypocalcemia  or  osteomalacic  bone  disease. 

The  most  important  problem  we  face  in  which 
there  is  deficiency  of  the  active  vitamin  D metabolite 
is  that  due  to  chronic  renal  disease.  The  final  path- 
way requires  the  renal  conversion  of  25-hydroxy 
vitamin  D to  1,25-dihydroxy  vitamin  D.  Patients 
with  severe  renal  injury  have  a deficiency  of  this 
system  which  results  in  the  bone  disease  which  we 
call  renal  osteodystrophy.  The  skeletal  abnormalities 
are  mainly  due  to  the  severe  secondary  hyperpara- 
thyroidism resulting  from  a deficiency  of  1,25 
dihydroxy  vitamin  D with  consequent  calcium  mal- 
absorption complicated  by  phosphate  retention  due 
to  the  renal  insufficiency.  Severe  skeletal  lesions  may 
develop  within  a year  in  infants  with  congenital 
malformations  of  the  kidney.  This  should  be  a pre- 
ventable lesion,  and  if  picked  up  early  enough,  is 
a reversible  lesion.  However,  if  allowed  to  go  on  to 
severe  deformity,  it  becomes  irreversible  and  these 
patients  will  then  become  severely  crippled.  Since 
we  are  keeping  patients  with  severe  kidney  disease 
alive  by  proper  dietary  management,  control  of  in- 
fection, mechanical  improvement  of  drainage,  and 
finally  hemodialysis  or  renal  transplant,  it  is  in- 
cumbent upon  us  to  make  sure  that  these  patients 
have  normal  skeletal  structure.  We  not  only  want 
to  keep  them  alive  but  we  want  them  to  have  a good 
quality  of  life,  which  is  not  possible  if  they  have 
serious  bone  deformity  and  severe  bone  pain.  With- 
in a few  years  1,25-dihydroxy  vitamin  D,  the  vita- 
min D hormone,  will  probably  be  the  preparation  of 
choice  in  the  prevention  of  this  bone  disease.  At 
the  moment  dihydrotachysterol,  which  as  I pointed 
out  to  you,  resembles  in  its  structure  the  active 
vitamin  D hormone,  is  effective  in  patients  with 
kidney  disease.  In  addition,  of  course,  to  using  this 
compound  we  do  have  to  include  careful  dietary 
management  particularly  to  prevent  hyperphospha- 
temia and  chronic  acidosis. 

Lack  of  the  vitamin  D hormone  can  result  not 
only  from  diffuse  renal  disease  but  from  a specific 
deficiency  of  the  1 -hydroxylase  system  in  the  kid- 
ney. This  is  a rather  uncommon  problem.  It  is 
recognized  that  there  are  some  children  and  adults 
who  require  much  greater  than  the  usual  doses  of 
vitamin  D to  maintain  normal  serum  calcium  and 
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phosphorus  concentrations  and  prevent  rickets  and 
osteomalacia.  This  has  been  called  increased  re- 
quirement for  vitamin  D,  or  in  some  instances, 
vitamin  D dependent  rickets.  In  the  last  few  years 
several  of  these  patients  have  been  quite  carefully 
studied,  and  it  would  appear  that  there  is  an  ab- 
normality of  the  1 -hydroxylase  system  in  the  kid- 
ney so  that,  although  there  is  normal  kidney  func- 
tion otherwise,  this  specific  function  is  inadequate, 
and  there  is  deficiency  of  the  active  vitamin  D 
hormone,  1,25-dihydroxy  vitamin  D.  If  they  are 
given  very  large  amounts  of  vitamin  D this  de- 
ficiency can  be  overcome.  There  are  two  possible 
explanations  for  this:  (1)  the  hydroxylase  deficiency 
may  be  partial  and  with  high  concentration  of  sub- 
strate there  may  be  adequate  production  of  the 
vitamin  D metabolite  or  (2)  that  25-hydroxy  vita- 
min D in  high  concentration  can  substitute  for  the 
active  hormone  formed  by  the  kidneys.  We  do  know 
that  in  these  patients  we  can  produce  very  high  con- 
centrations of  25-hydroxy  vitamin  D in  the  serum 
by  giving  large  amounts  of  vitamin  D.  An  example 
of  a milder  form  of  this  situation  is  a girl  who  ap- 
peared at  almost  nine  years  of  age  because  she  had 
hurt  her  ankle  in  a fall.  An  x-ray  was  taken  in 
the  emergency  room  which  showed  evidence  of 
rickets.  The  diet  had  apparently  been  normal  and 
there  was  no  evidence  that  the  child  had  had  severe 
rickets  as  an  infant.  In  addition  to  the  rickets  by 
x-ray  the  serum  calcium  concentration  was  low.  On 
a hospital  diet  and  a loading  dose  of  vitamin  D, 
600,000  units,  the  serum  calcium  concentration 
came  back  to  normal,  the  serum  phosphorus  con- 
centration rose  to  a high  normal  value  and  the  bone 
lesions  of  rickets  completely  healed.  Subsequently, 
the  child  returned  and  although  she  had  supposedly 
been  receiving  adequate  amounts  of  vitamin  D she 
was  again  hypocalcemic,  slightly  hypophosphotemic 
and  the  serum  phosphatase  was  increased.  She  was 
classified  as  an  example  of  increased  requirement 
for  vitamin  D and  was  maintained  on  5,000  units  of 
vitamin  D per  day  which  prevented  recurrence  of 
hypocalcemia.  Although  we  were  not  able  to  prove 
it  in  this  child,  this  case  resembles  the  patients  who 
are  thought  to  have  a partial  1-hydroxylase  de- 
ficiency. Another  more  striking  example  was  a boy 
who  appeared  in  our  clinic  at  15  years  of  age  with 
pneumonia  and  had  had  a crippling  bone  disease 
for  many  years.  His  bone  x-rays  showed  the  skeletal 
lesions  of  severe  hyperparathyroidism.  He  had  had 
severe  bone  pain  starting  at  six  or  seven  years  of 
age  and  although  he  had  been  hospitalized  and  op- 
erated on  because  of  severe  knee  pain  and  swelling, 
no  diagnosis  was  made.  He  had  been  completely 
bed-ridden  for  five  or  six  years  before  he  appeared 


in  our  clinic.  The  bone  lesions  both  by  x-ray  and 
biopsy  were  those  of  hyperparathyroidism  but  the 
serum  calcium  concentration  was  low  which  ruled 
out  primary  hyperparathyroidism.  He  did  have  ele- 
vated parathyroid  hormone  levels  in  his  plasma. 
Our  investigations  suggested  that  this  boy  actually 
had  a deficiency  of  the  1 -hydroxylase  system  in  the 
kidney  with  secondary  hyperparathyroidism.  In  or- 
der to  treat  him  we  had  to  give  him  very  large 
amounts  of  25-hydroxy  vitamin  D to  raise  the  levels 
of  25-hydroxy  vitamin  D in  his  plasma  to  10  times 
the  normal  value.  There  have  been  a few  patients 
such  as  this  treated  successfully  with  1,25-dihydroxy 
vitamin  D but  this  compound  is  not  yet  available  for 
therapeutic  purposes.  Our  patient  is  now  completely 
active,  walking  around,  and  to  all  intents  and  pur- 
poses his  bone  lesions  are  progressively  healing  so 
that  the  problem  has  been  solved.  I think  this  is 
one  of  the  more  spectacular  instances  of  the  success- 
ful application  of  our  new  understanding  of  bone 
disease  resulting  from  blocks  in  the  vitamin  D cycle. 

I shall  discuss  briefly  the  other  forms  of 
rickets  and  osteomalacia,  those  not  due  to  blocks  in 
vitamin  D metabolism,  but  resulting  from  failure  of 
renal  tubular  reabsorption  of  phosphate.  There  are 
various  types  of  abnormality  of  renal  tubular  func- 
tion resulting  in  impaired  reabsorption  of  phosphate 
and  chronic  hypophosphatemia  due  to  loss  of  phos- 
phate in  urine.  These  patients  as  I indicated  above 
do  not  have  secondary  hyperparathyroidism  but 
primary  osteomalacic  change  due  to  hypophospha- 
temia. One  form,  genetic  primary  hypophosphate- 
mia is  of  particular  interest.  This  is  usually  trans- 
mitted as  a dominant  characteristic  on  the  x-chromo- 
some  so  that  we  have  many  families  in  our  clinic 
in  which  this  disorder  is  present  in  several  genera- 
tions. There  are  other  modes  of  inheritance  includ- 
ing an  autosomal  dominant  type.  There  can  be 
marked  variations  in  the  severity  of  this  disorder, 
from  short  stature  with  minimal  bowing  of  the 
legs,  to  extreme  deformity,  so  that  we  may  have  a 
parent  appearing  with  short  stature  and  a child  with 
a very  marked  deformity.  These  patients  have  nor- 
mal serum  calcium  concentrations  but  very  low  se- 
rum phosphorus  concentrations.  Most  of  these  pa- 
tients have  normal  parathyroid  hormone  levels  and 
they  do  not  have  any  evidences  of  a defect  of  vita- 
min D metabolism.  In  the  past  these  patients  were 
termed  vitamin  D resistant  rickets  and  treated  with 
very  large  amounts  of  vitamin  D which  did  on  oc- 
casion produce  hypercalciuria,  hypercalcemia  and 
renal  injury.  Currently,  we  prefer  the  terminology 
primary  hypophosphatemia  which  indicates  that  the 
problem  is  not  an  abnormality  of  vitamin  D metab- 
olism, but  a defect  of  a transport  system  in  a target 
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tissue,  the  renal  tubule.  This  also  has  implications 
for  treatment.  The  major  emphasis  is  on  loading 
these  patients  with  large  amounts  of  phosphate  to 
maintain  somewhat  higher  serum  phosphorus  con- 
centrations despite  the  excessively  rapid  loss  of 
phosphate  in  urine.  This  can  be  done  by  the  ad- 
ministration of  a solution  of  a buffered  phosphate 
solution,  neutraphos®,  given  in  divided  doses  four 
or  five  times  daily  to  provide  a total  phosphate  in- 
take as  phosphorus  of  1.5  to  3 gm.  per  day.  These 
large  phosphate  intakes  will  interfere  with  calcium 
absorption  in  the  intestine  and  to  counteract  this, 
increased  amounts  of  vitamin  D,  25,000  to  50,000 
units  per  day  or  dihydrotachysterol,  0.1  to  0.5  mg. 
per  day  are  needed.  The  dose  is  monitored  by 
determinations  of  calcium  in  serum  and  preferably 
also  in  urine.  The  urine  calcium  is  a sensitive  indica- 
tor of  increased  absorption  of  calcium  from  the  in- 
testine. With  this  combined  treatment  the  skeletal 
lesions  of  rickets  will  heal  and  the  deformities  will 
be  prevented.  Although  short  stature  is  still  a prob- 
lem, treatment  with  phosphate  does  accelerate 
growth. 


SUMMARY 

Continued  investigation  of  the  physiology  of  vit- 
amin D has  improved  our  understanding  of  the 
various  disturbances  of  calcium  and  phosphorus 
metabolism  due  to  abnormalities  of  vitamin  D func- 
tion. Because  of  this  improved  understanding  the 
diagnosis  and  treatment  of  this  group  of  disorders 
has  become  more  precise.  Vitamin  D whether 
formed  in  the  skin  by  irradiation  with  ultra-violet 
light  or  obtained  in  food  is  not  the  active  principle 
but  is  converted  by  a series  of  enzymatic  reactions 
to  the  active  metabolite,  1,25-dihydroxy  vitamin 
D,  the  vitamin  D hormone.  There  are  various  forms 
of  rickets  and  osteomalacia  resulting  from  deficiency 
of  the  vitamin  D hormone  and  in  all  of  these 
secondary  hyperparathyroidism  is  an  important  fea- 
ture. A second  category  of  rickets  and  osteomalacia 
exists  in  which  a defect  of  renal  tubular  reabsorp- 
tion of  phosphate  with  marked  hypophosphatemia 
is  the  predominant  feature.  There  is  no  evidence 
that  these  patients  have  a deficiency  of  the  vitamin 
D hormone  and  their  treatment  is  directed  at  over- 
coming the  hypophosphatemia  of  renal  origin. 
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Electric 

Wheelchair 


Porchlift 

Easy-Lift  Chair 
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SOUTH  DAKOTA 


7th  ANNUAL 

BLACK  HILLS  SUMMER  SEMINAR 

ON  FAMILY  MEDICINE  TOPICS  AND  OBSTETRICS  & GYNECOLOGY 

AUGUST  12,  13,  14,  1976 

HOWARD  JOHNSON  MOTOR  LODGE,  RAPID  CITY,  SOUTH  DAKOTA 

Hosted  By:  South  Dakota  Chapter  of  the  American  Academy  of  Family  Physicians;  South  Dakota 
Chapter  of  the  American  College  of  Obstetrics  and  Gynecology  and  the  South  Dakota  Society  of  Ob- 
stetrics and  Gynecology. 

SPECIAL  GUESTS:  W.  Jack  Stelmach,  M.D.,  Chairman,  Commission  on  Education,  American  Academy 
of  Family  Physicians,  and  his  wife,  Pat. 

This  program  is  acceptable  for  15  prescribed  hours  by  the  American  Academy  of  Family  Physicians. 
A Sports  Medicine  Seminar  for  coaches  and  athletic  trainers,  sponsored  by  the  South  Dakota  Academy 
of  Family  Physicians  is  being  held  in  conjunction  with  this  meeting. 


B. 

8:00-9:00 

9:00-9:40 

9:45-10:25 

10:25-10:40 

10:45-11:25 

11:30-12:00 

12:00-1:30 


Thursday,  August  12,  1976 
MORNING  SESSION 
Rushmore  Room 
J.  Williams,  MD.,  Moderator 

Registration 

Loren  Petersen,  M.D.  — TOURCH 
Screening  Prenatally. 

Robert  Cleary,  M.D.  — Inappropriate 
Lactation. 

Coffee 

Loren  Petersen,  M.D.  — Endocrine 
Screening  of  High  Risk  Pregnancies. 
Panel  Discussion  (morning  speakers) 
Lunch  Break  (on  your  own) 


AFTERNOON  SESSION 
Rushmore  Room 
M.  G.  Mutch,  M.D.,  Moderator 

1:30-2:10  Robert  Cleary,  M.D.  — Amenorrhea. 

2:15-2:55  Loren  Petersen,  M.D.  — New  Concepts 
in  Fetal  Monitoring. 

2:55-3:15  Coffee  and  Iced  Tea 

3:20-4:00  Robert  Cleary,  M.D.  — Abnormal  Sex 
Development. 

4:00-4:30  Panel  Discussion  (afternoon  speakers 
and  guests) 

7:00  P.M.  Board  Meeting  — Black  Hills  Room  — 
South  Dakota  Chapter,  American  Acad- 
emy of  Family  Physicians.  Informal  din- 
ner with  wives  following  the  meeting. 
(In  the  Hills). 


Friday,  August  13,  1976 
MORNING  SESSION 
Rushmore  Room 
W.  J.  Kovarik,  M.D.,  Moderator 
8:00-9:00  Registration 

9:00-9:10  Richard  Friess,  M.D.  — Welcome. 
9:10-9:40  Arndt  J.  Duvall,  Jr.,  M.D.  — The 
Chronic  Ear. 


9:45-10:15 

10:15-10:30 

10:35-11:25 


11:30-12:00 


James  G.  Garrick,  M.D.  — Pre  Season 
Physical  Exams. 

Coffee 

Robert  Eliot,  M.D.  — Mechanisms  of 
Sudden  Death  and  Myocardial  Infarc- 
tion — Practical  Implications. 

Panel  Discussion  (all  morning  speak- 
ers) 


12:15-1:45 — Noon  Luncheons 


Jefferson  Room  — Robert  Eliot,  M.D. 
— Medicine 

Lincoln  Room  — James  Garrick,  M.D. 
— Orthopedics 

Black  Hills  Room  — Loren  Petersen, 
M.D.  and  Robert  Cleary,  M.D.  — 
Obstetrics  and  Gynecology 


Washington  Room  — Arndt  J.  Duvall, 
Jr.,  M.D.  and  Richard  Tschetter, 
M.D.  — Eye  - ENT 


AFTERNOON  SESSION 
Rushmore  Room 
Jerry  Walton,  M.D.,  Moderator 

2:00-2:30  Loren  Petersen,  M.D.  — Prenatal 
Screening  of  High-Risk  Pregnancy  for 
Family  Practice  Physicians. 

2:35-3:05  Richard  Tschetter,  M.D.  — Infections  of 
the  Anterior  Ocular  Segment  of  the  Eye. 

3:10-3:40  Robert  Cleary,  M.D.  — Office  Gyne- 
cology. 

3:40-4:00  Coffee  and  Iced  Tea  with  the  Coaches. 

4:05  Annual  Business  Meeting,  South  Dakota 

Chapter,  American  Academy  of  Family 
Physicians  — Election  of  Officers,  Con- 
stitution and  Bylaw  Additions.  Ameri- 
can Academy  of  Family  Physicians 
Update  by  W.  Jack  Stelmach,  M.D. 

6:00  P.M.  FRIDAY — Bus  leaves  for  "Group  Dinner"  in 
the  Black  Hills.  Bus  Transportation  and 
Cocktails  Provided.  "Evenings  are  cool  in 
the  Black  Hills." 


Saturday,  August  14,  1976 
SATURDAY  MORNING  SESSION 
Rushmore  Room 

B.  O.  Lindbloom,  M.D.,  Moderator 


8:45-9:15 


Jr.,  M.D. 


ENT 


Arndt  J.  Duval 
Emergencies. 

James  Garrick,  M.D.  — Management  of 
Common  Athletic  Injuries. 

Richard  Tschetter,  M.D.  — Trauma  to 
the  Anterior  Ocular  Segment  of  the  Eye. 
Coffee  at  Tables 

Robert  Eliot,  M.D.  — Influence  and 
Management  of  20th  Century  Stress  in 
Cardiovascular  Disease. 

Panel  Discussion  (all  morning  speak- 
ers) 

12:30 — SDAFP  Board  Meeting 

Luncheon  Meeting  — Board  of  Direc- 
tors, South  Dakota  Chapter,  American 
Academy  of  Family  Physicians  — Black 
Hills  Room. 


9:20-9:50 

9:55-10:25 

10:30-10:40 

10:40-11:30 


11:30-12:00 


MAKE  PLANS  TO  ATTEND  NOW. 
WRITE: 

BLACK  HILLS  SUMMER  SEMINAR 
c/o  South  Dakota  State  Medical  Assoc. 
608  West  Avenue,  North 
Sioux  Falls,  S.  D.  57104 


WMi 


Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  11, 1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
thinking  in  this  vital  area. 

1.  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3.  When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

{>.In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

lO.Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
n ies  of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 
President  — Durward  M.  Lang,  M.D.,  Sioux  Falls, 
South  Dakota 

Vice  President  — Robert  D.  Bloemendaal,  M.D.,  Rapid 
City,  South  Dakota 

Secretary-Treasurer  — James  A.  Rud,  M.D.,  Watertown, 
South  Dakota 


SPUTUM  CYTOLOGY 

As  carcinoma  of  the  lung  continues  to  climb  in 
incidence  in  both  men  and  women,  early  diagnosis 
of  precancerous  changes  detected  by  cytology  may 
in  the  future  reduce  the  mortality  rate  of  the  disease. 
Some  cases  of  early  carcinoma  have  been  diagnosed 
in  this  manner. 

In  the  late  1960’s  Dr.  G.  Saccomanno  received  a 
grant  to  study  uranium  miners  in  Colorado,  Eastern 
Utah  and  surrounding  areas  for  carcinoma  of  the 
lung.  He  was  able  to  show  cytologic  changes  before 
clinical  or  radiologic  manifestations  of  lung  cancer. 
In  this  study  he  developed  a new  method  or  prepara- 
tion of  sputum  samples  making  the  samples  more 
readable  and  classification  of  cells  possible. 

We  have  utilized  his  methodology  in  our  labora- 
tory for  some  years.  The  specimens  are  collected  in 
a specimen  bottle  containing  alcohol  and  carbowax. 
The  patients  are  instructed  to  take  the  container 
home  if  they  are  out-patients  and  get  an  early  morn- 
ing (before  rising)  deep  cough  specimen  expector- 
ated directly  into  the  container.  This  allows  im- 
mediate cell  fixation.  The  container  can  then  be 
placed  in  the  mail  or  can  be  brought  to  the  lab- 


oratory at  a convenient  time  if  collected  in  hospital. 

When  received  the  specimen  is  then  blended  in  a 
special  high  speed  mixer  and  several  slides  made  of 
the  sample.  The  fixative  plus  the  blending,  cuts 
through  the  mucus  and  releases  the  cells  so  they  can 
be  spread  evenly  across  the  slide  allowing  for  ex- 
cellent evaluation  of  cellular  detail. 

The  slides  are  read  and  classified  in  the  follow- 
ing manner. 

I.  NEGATIVE  FOR  MALIGNANCY 

IP.  NO  EVIDENCE  OF  MALIGNANCY. 
REVERSIBLE  SQUAMOUS  METAPLA- 
SIA COMPATIBLE  WITH  CHRONIC 
IRRITATION. 

IIb.  MARKED  SQUAMOUS  METAPLASIA 
SUGGESTING  PROLONGED  IRRITA- 
TION. THESE  CHANGES  ARE  RE- 
VERSIBLE. 

IP.  SEVERE  METAPLASTIC  CHANGES 
WHICH  MAY  BE  REVERSIBLE  BUT 
ARE  CONSIDERED  PRE-MALIG- 
NANT. 

III.  SUSPICIOUS  FOR  MALIGNANCY. 

IV.  STRONGLY  SUSPICIOUS. 

V.  MALIGNANT  CELLS  PRESENT 

O.  SPECIMEN  UNSATISFACTORY 

In  our  studies  the  following  figures  for  the  past 
several  years  are  as  follows: 


1973 

1974 

1975 

Class  II 

6% 

2% 

2.5  % 

Class  III 

3% 

4% 

4% 

Class  IV 

2% 

1.5% 

2% 

Class  V 

1% 

1% 

1% 

Edward  C.  Farkas,  M.D. 


POSITION  AVAILABLE 

HEAD  OF  CLINICAL  SERVICES  — General  practitioner,  internist  or  family  practice  phy- 
sician to  direct  medical  staff  of  growing  University  Health  Service  for  6,000  students  on  the 
attractive  mid-west  campus  of  South  Dakota  State  University.  Exceptional  staff  and  facilities 
for  student  care.  Must  be  interested  in  providing  general  primary  medical  care  for  college 
age  population  and  leadership  and  training  to  the  clinical  staff.  Competitive  salary  with 
excellent  fringe  benefits  and  working  hours.  Some  experience  in  adolescent  or  college 
practice  is  beneficial  but  not  required.  Send  resume  or  call  collect  James  O.  Pedersen,  Dean 
of  Student  Services,  South  Dakota  State  University,  Brookings,  South  Dakota  57006  (605) 

688-4121.  The  University  is  an  equal  opportunity/affirmative  action  employer. 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 
Lecture  #11 

MONONEUROPATHY 

by 

George  C.  Flora,  M.D.* 


The  patient  who  comes  to  the  physician  with  a 
presenting  complaint  of  one  major  nerve  paralysis 
is  common.  The  nerves  which  are  vulnerable  in  the 
human  are  few  and  their  deficits  are  readily  noted 
and  easily  diagnosed. 

In  the  head  region  the  facial,  abducens,  and 
oculomotor  nerves  are  most  vulnerable. 

A patient  who  appears  with  the  complaint  that 
one  side  of  the  face  is  “paralyzed”  is  readily  recog- 
nized as  a Bell’s  Palsy.  The  musculature  of  the  total 
face  from  the  hairline  to  the  mandible  is  affected. 
The  forehead  cannot  be  wrinkled,  the  eye  cannot  be 
closed,  and  the  mouth  cannot  retain  air  or  fluid  if 
the  mouth  is  filled.  Ninty-five  percent  recover  within 
weeks.  If  voluntary  movement  is  present  within  five 
days,  recovery  will  be  complete.  Only  if  muscle 
movement  fails  to  appear  within  fourteen  days  does 
the  prognosis  become  poor. 

The  etiology  of  Bell’s  is  poorly  understood.  The 
treatment  of  choice  is  presently  oral  prednisolone, 
96  mgs.  q.  48  hours  for  five  doses. 

Patients  who  suddenly  develop  “double  vision” 
alone  which  persists  are  quite  common.  If  an  eye 
is  found  to  have  lost  function  of  the  abducens  nerve 
(6th  CN)  with  inability  to  abduct  the  eye,  in  persons 
over  forty  it  represents  a mononeuritis.  This  is  a 
transient  disorder,  clearing  in  days  to  weeks  which 
is  seen  most  commonly  in  diabetic  patients.  The 
treatment  available  is  limited  to  patching  the  eye  and 
rest  until  recovery. 

Diplopia  in  this  same  population  group  is  occa- 
sionally due  to  inability  to  adduct,  depress  or  elevate 
the  eye  and  is  associated  with  a large  fixed  pupil. 


*Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, Glidden  Hall,  Sioux  Falls  College,  Sioux  Falls,  S.D. 


When  this  is  the  sole  deficit,  it  represents  a third 
nerve  palsy  and  it  too  has  a good  prognosis.  It  is 
treated  by  patching  the  eye  and  rest  until  recovery. 

In  the  upper  extremity  only  the  ulnar  nerve  is 
truly  vulnerable,  the  median  nerve  is  only  rarely  in- 
volved, and  the  radial  nerve  almost  never. 

An  individual  who  appears  complaining  of  a 
“tingling-sleeping”  sensation  in  the  ring  and  little 
finger  of  one  hand  will  have  less  awareness  of  the 
sharpness  of  a pin  in  those  two  fingers  and  the 
medical  aspect  of  the  hand  to  the  wrist.  There  will 
likely  be  some  weakness  in  his  ability  to  spread  the 
fingers  of  that  hand  and  also  weakness  of  the  grip- 
ping power  of  the  ring  and  little  finger.  Atrophy  of 
the  small  muscles  of  the  entire  hand  is  seen  quite 
early.  The  paralysis  is  secondary  to  direct  trauma 
from  leaning  the  elbow  on  firm  surfaces.  Many  times 
the  individual  has  increased  susceptibility  to  neuro- 
pathy from  diabetes  or  chronic  alcoholism.  Treatment 
is  directed  toward  protecting  the  vulnerable  ulnar 
nerve  by  padding  the  elbow  and  avoiding  direct  pres- 
sure. If  motor  weakness  is  present,  surgically  relo- 
cating the  nerve  to  avoid  direct  trauma  is  indicated. 
The  nerve  regenerates  if  all  factors  become  optimum. 

A patient  who  complains  of  a “prickly  sensation” 
in  areas  of  the  thumb,  index,  and/or  middle  fingers 
after  physical  activity  of  the  hand  is  occasionally 
seen.  Many  times  little  loss  of  appreciation  of  pin  is 
found  and  even  the  symptoms  may  clear  with  hand 
rest.  Weakness  of  grip  of  the  three  sensitive  fingers 
with  loss  of  muscle  mass  of  the  palm,  at  the  base  of 
the  thumb,  is  often  quite  prominent.  This  is  com- 
pression effect  on  the  median  nerve  at  the  carpal 
tunnel  and  it  may  be  bilateral.  The  treatment  is 
surgical  relief  of  the  pressure  on  the  nerve  by  sec- 
tion of  the  constricting  ligament  at  the  wrist,  one 
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hand  at  a time. 

A patient  who  awakens  with  loss  of  ability  to 
extend  his  wrist  often  has  no  sensory  complaint  and 
no  loss  of  appreciation  of  pin  prick.  If  the  hand  is 
held  in  extention,  grip  will  be  normal  and  the  wrist 
flexors  will  be  strong.  If  the  grip  is  tested  with  the 
wrist  flexed,  it  will  appear  weak.  The  etiology  is  di- 
rect pressure  on  the  radial  nerve  in  the  arm  for  a 
prolonged  period.  The  patient  frequently  has  in- 
creased susceptibility  from  diabetes  or  chronic  alco- 
holism, and  the  direct  pressure  is  usually  from  the 
head  of  a newly  acquired  bed  partner  resting  on  the 
arm  overnight. 

The  treatment  is  prevention  of  contracture  by 
splinting  the  hand  with  wrist  in  the  physiologic  posi- 
tion of  extention  and  permitting  the  nerve  to  regen- 
erate, if  conditions  are  optimal,  it  does  so  at  the  rate 
of  1 mm.  per  day. 

In  the  lower  extremities  only  the  lateral  femoral 
cutaneous,  femoral,  and  the  peroneal  nerves  appear 
clinically  vulnerable. 

A patient  who  complains  of  a “sticky-prickly” 
sensation  over  the  lateral  and  anterior  thigh  from 
just  above  the  knee  to  just  below  the  inguinal  crease 
will  be  absent,  but  he  rapidly  learns  to  lift 
area.  There  will  be  no  weakness  or  atrophy.  This 
represents  Meralgia  Paresthetica  due  to  compressing 
of  the  lateral  cutaneous  branch  (purely  sensory)  of 
the  femoral  nerve  by  an  overly  tight  canal  through 
the  fascia  lata.  The  treatment  is  surgical  decompres- 
sion of  the  canal. 

A patient  who  suddenly  ioses  the  ability  to 
dorsiflex  his  foot  will  many  times  complain  of 
“snagging  his  toe.”  His  ability  to  dorsiflex  the  foot 
will  be  absent,  but  he  rapidly  learns  to  lift  the 
leg  higher  to  walk,  with  “steppage  gait.”  Eversion 
of  the  foot  is  also  weak  but  this  is  quite  hard  to 
detect  on  testing.  Sensory  complaints  are  often  ab- 
sent and  if  loss  of  pin  prick  is  to  be  found,  it  is  in  a 
small  area  just  at  the  base  of  the  big  toe.  The  etiol- 
ogy of  this  disorder  is  obscure,  but  it  most  often  oc- 
curs in  susceptible  individuals  who  are  either  diet- 
ing, diabetic,  or  alcoholic  from  prolonged  direct 
pressure  on  the  peroneal  nerve  from  leaning  against 
firm  objects  or  more  often  from  sitting  cross-legged. 
The  treatment  is  prevention  of  contracture  by  splint- 
ing in  physiologic  walking  position  and  rest. 

Finally,  a patient  may  complain  of  a constant 
burning  pain  in  the  anterolateral  aspect  of  the  thigh 
— much  like  a Meralgia  Paresthetica,  only  more 
painful.  This  patient  will  have  diabetes  and  when 
examined  will  have  weakness  holding  the  leg  flexed 
to  the  abdomen  (llcopsoas)  and  weakness  in  hold- 
ing the  knee  in  extention  (Quads).  This  individual 


will  have  strong  adductors  of  the  leg.  There  will  be 
loss  of  appreciation  of  the  pin  in  the  anterolateral 
thigh  from  knee  to  inguinal  crease.  This  is  femoral 
neuropathy  and  responds  readily  to  ten  days  of  rest. 

Other  neuropathies  are  very  rare. 


Now  leasing  both  cars 
and  trucks  to  help 
solve  your  total 
transportation  needs 
in  a professional 
manner. 

Contact:  Al  Borgen 

4200  WEST  TWELFTH 
P.  O.  DRAWER  P 

SIOUX  FALLS,  SOUTH  DAKOTA  57101 
(605)  336-1700 


Choice  Space 
Available 

KOENIG 

PROFESSIONAL 

BUILDING 

1320  South  Minnesota 
Sioux  Falls,  South  Dakota 

Includes  waiting  room,  business  office — 
laboratory  and  twelve  examining  rooms 
and/or  offices.  Approximately  2,400  sq.  ft. 

Excellent  Location 
Good  Parking 
Competitive  Rent 

Call  Ray  Ordinachev 
Bob  Schmidt 
John  Timmer 

Phone  605-336-0350 
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SOUTH  DAKOTA 


President’s  Page 


Many  of  you  have  been  newly  appointed  or  reappointed  to  the  South  Dakota  State  Medical  Association’s 
commissions  or  committees,  or  elected  councilors  or  officers. 

Your  State  Association  is  a viable  and  progressive  organization,  and  it  is  the  task  of  every  one  of  us  to 
see  that  it  remains  such.  Many  of  us  have  just  participated  in  or  observed  the  functions  of  the  House  of 
Delegates  at  the  annual  meeting.  Each  member  of  the  Association  should  know  the  internal  structure  of  our 
organization,  its  duties,  functions  and  responsibilities. 

The  House  of  Delegates  is  responsible  to  the  membership  for  action  taken  at  the  annual  meeting.  The 
House  is  composed  of  one  delegate  and  one  alternate  delegate  for  each  twenty  members,  or  part  thereof,  from 
each  of  the  twelve  districts.  They  are  elected  by  the  members  from  each  district.  This  entire  body  meets  twice 
each  year  during  the  annual  meeting  unless  a special  interim  meeting  is  called,  as  outlined  in  the  bylaws. 
The  Council  members  are  also  part  of  the  House  of  Delegates.  There  is  one  councilor  and  one  alternate 
councilor  for  each  fifty  members,  or  part  thereof,  from  each  district.  The  Council  meets  quarterly  to  conduct 
the  business  of  the  Association  between  meetings  of  the  House  of  Delegates.  This  body  may  be  called  for 
special  sessions  if  the  need  arises,  according  to  the  bylaws. 

The  officers  of  the  Association  consist  of  the  past  president,  president,  president  elect,  vice  president,  sec- 
retary-treasurer, speaker  of  the  House,  and  chairman  of  the  Council.  These  gentlemen  comprise  your  Exec- 
utive Commission  which  by  your  recent  resolution  at  the  House  of  Delegates,  has  the  power  to  act  in  your 
behalf  in  emergency  situations,  but  is  directly  responsible  to  the  Council,  and  in  turn,  to  the  House  of 

Delegates,  for  any  such  actions.  Your  officers  are  elected  by  the  House  of  Delegates  with  the  exception  of 

the  chairman  of  the  Council  and  the  secretary-treasurer  who  are  elected  by  the  Council  members. 

The  commissions,  in  addition  to  the  Executive  Commission,  are  Legislation  and  Governmental  Relations; 

Internal  Affairs,  Communications  and  Liaison;  Medical  Service;  Scientific  Medicine;  Grievance;  and  the 
newly  created  Credentials  and  Malpractice  Commissions.  Members  are  appointed  by  the  president  or  as 
determined  in  the  bylaws.  Commissions  generally  meet  semi-annually  to  consider  any  and  all  matters  pertain- 
ing to  State  Association  business.  They  are  the  foundation  of  the  Association  and  must  make  recommenda- 
tions to  the  Council  for  definitive  action. 

We  have  special  committees  for  special  functions,  as  the  State  Utilization  and  Insurance  Review  Commit- 
tee and  the  Long  Range  Planning  Committee.  Members  are  appointed  by  the  president.  Last,  but  not  least, 
we  have  a very  competent  executive  staff  in  our  headquarters  in  Sioux  Falls.  These  people  are  directly  re- 
sponsible to  the  entire  structure  that  has  been  mentioned  previously. 

It  is  my  sincere  hope  that  all  who  are  involved  in  the  functioning  of  the  Medical  Association  will  devote 
the  time  and  effort  necessary  in  the  coming  year  to  assist  in  the  smooth  and  appropriate  functioning  of  all 
of  these  bodies.  To  quote  again  an  old  cliche,  “A  chain  is  only  as  strong  as  its  weakest  link.” 

Fraternally, 

F.  D.  Leigh,  M.D. 

President 

South  Dakota  State  Medical  Association 
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We  have  an  automobile  that 
saves  like  an  economy  car  and 
drives  like  a Mercedes-Benz. 

Experience  it. 

The  Mercedes-Benz  240D. 


Most  economy  cars  make  you  economize  in  areas  where  you  don't 
want  to  cut  corners  Areas  like  comfort.  Or  safety  engineering.  Or  quality. 
We  have  an  alternative.  An  automobile  that  solves  your  gasoline  problems 
once  and  for  all,  but  doesn't  compromise  other  essentials  in  the  process. 

What  is  it?  The  Mercedes-Benz  240  Diesel.  A car  that  uses  economical 
Diesel  fuel  instead  of  gasoline.  A car  that  burns  each  gallon  of  its  fuel 
more  completely  than  any  gasoline  engine.  A car  that  never  needs  a 
conventional  tune-up. 

But  outstanding  running  economy  is  just  part  of  the  story.  The  240D 
has  all  of  the  safety  design  and  engineering  advancements  that  have  made 
Mercedes-Benz  automobiles  a standard  for  the  automotive  world. 

On  top  of  that,  it  has  ample  room  for  five  adults  and  their  luggage. 

Sound  too  good  to  be  true?  See  the  240D  for  yourself. 

Test  drive  it.  Experience  an  automobile  whose  time  has  come. 


See  trie 

Mercedes-Benz  at 

VERN  EIDE  BUICK 

33rd  & S.  Minnesota  Avenue 
Sioux  Falls,  South  Dakota  57105 


SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


PRESIDENT  SPEAKS 

With  the  approaching  Black  Hills  Summer  Seminar,  my 
year  as  your  president  is  rapidly  drawing  to  a close.  I would 
like  to  take  this  opportunity  to  thank  the  board  members 
and  all  the  committees  and  their  chairmen  for  making  this, 
what  I feel  has  been,  a most  successful  year  for  SDAFP. 

I feel  that  the  addition  of  the  Black  Hills  Winter  Seminar 
is  worthwhile  in  many  ways — educational,  recreational  plus 
the  fellowship  generated  among  the  members  and  guests. 
With  the  institution  of  this  program,  Academy  members 
are  able  to  obtain  all  Prescribed  Hours  for  continuing 
AAFP  membership  right  here  within  the  state  if  so  desired. 

Of  equal  importance  is  SDAFP  involvement  in  legisla- 
tive activities.  Academy  efforts  to  acquire  state  legislative 
funding  for  primary  care  residencies  within  the  state,  with 
specific  emphasis  on  Family  Medicine,  were  extremely  well 
received  by  our  legislators.  It  is  of  great  importance  that 
' we  continue  our  contacts  with  our  legislators  to  ensure 
continuation  of  this  type  of  funding.  I feel  that  SDAFP 
should  maintain  an  active  interest  and  participation  in  all 
bills  involving  the  medical  profession,  especially  those  per- 
taining to  Family  Practice. 

Many  other  activities  for  member  benefit  were  carried  on 
throughout  the  year  by  various  committees.  Space  does  not 
allow  me  to  mention  each  one  individually,  however,  each 
of  us  appreciates  their  time  and  efforts. 

I look  forward  to  seeing  most  of  you  at  our  annual 
Black  Hills  Summer  Seminar  and  Annual  Business  Meeting 
August  12-14  at  The  Howard  Johnson  Motor  Lodge  in 
Rapid  City.  An  excellent  program  has  been  arranged  for 
your  education  and  pleasure. 

Again,  I thank  you  for  the  opportunity  to  serve  as  your 
president.  It  has  been  a most  enjoyable  year. 

R.  W.  Friess,  M D. 

President,  SDAFP 


President  Friess  to  Run  Again 

Richard  W.  Friess,  M.D.,  President,  SDAFP,  has 
consented  to  serve  another  year  as  our  president, 
due  to  the  untimely  death  of  our  President-Elect, 
Matt  Langenfeld,  M.D.  Further  nominations  may 
be  made  from  the  floor  at  the  Annual  Business 
Meeting  during  the  Black  Hills  Summer  Seminar. 


Nebraska  Family  Practice  Review 

Response  to  this  year’s  annual  Family  Practice 
Review  at  the  University  of  Nebraska  Medical  Center 


has  been  so  great  that  another  session  of  the  two- 
week  course  has  been  scheduled  for  October  4-15. 
The  September  13-24  session  has  been  closed  to 
future  registrants.  Cost  of  the  course  is  $475  and  in- 
cludes breakfasts  and  lunches. 

Dr.  Margaret  Faithe,  associate  professor  of  family 
practice  and  assistant  dean  for  continuing  medical 
education,  is  coordinator  of  the  course  designed  to 
prepare  family  physicians  for  the  American  Board  of 
Family  Practice  examination.  Specialists  at  the 
Medical  Center  will  conduct  sessions  dealing  with 
their  various  fields.  In  addition  there  will  be  sessions 
devoted  to  tips  on  taking  tests. 

For  registration,  please  write:  Public  Information 
Department,  University  of  Nebraska  Medical  Center, 
42nd  and  Dewey  Avenue,  Omaha,  NB  68105,  phone 
(402)  541-4453. 


SDAFP  MMS  Winner 


Shown  congratulating  Matt  Anderson,  1976-77  winner  of 
our  SDAFP  Memorial  Merit  Scholarship,  is  Dr.  Gayle 
Stephens,  Dean  of  the  School  of  Primary  Care,  Huntsville, 
Alabama,  during  his  April  visit  to  South  Dakota  to  speak 
at  the  “FP  Club”  Spring  Refresher.  This  is  a $1,000  tuition 
scholarship.  Matt  will  be  taking  his  third  year  in  Sioux 
Falls,  starting  July  26,  1976. 
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THE  SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION  GRATEFULLY 
ACKNOWLEDGES  THE  FOLLOWING 
SPONSORING"  MEMBERS  FOR  THE  YEAR  1976 


Donald  Alcott,  M.D. 

B.  R.  McHardy,  M.D. 

T.  A.  Angelos,  M.D. 

Ray  Maas,  M.D. 

B.  J.  Begley,  M.D. 

James  Matson,  M.D. 

W.  Reece  Berryhill,  M.D. 

Wm.  Mattson,  M.D. 

David  Boyer,  M.D. 

Charles  Monson,  M.D. 

S.  M.  Brzica,  M.D. 

Robert  Guinn,  M.D. 

J.  H.  DeGeest,  M.D. 

Manuel  Ramos,  M.D. 

Robert  D.  Edwards,  M.D. 

A.  P.  Reding,  M.D. 

Henry  Fisher,  M.D. 

W.  O.  Rossing,  M.D. 

R.  G.  Fisk,  M.D. 

Howard  Saylor,  M.D. 

C.  W.  Flevares,  M.D. 

William  Sweeley,  M.D. 

Saul  Friefeld,  M.D. 

F.  J.  Sweeney,  M.D. 

H.  E.  Fromm,  M.D. 

W.  R.  Taylor,  M.D. 

H.  F.  Frost,  M.D. 

C.  E.  Tesar,  M.D. 

M.  C.  Green,  M.D. 

Anna  Todd 

C.  B.  Gwinn,  M.D. 

Gerald  E.  Tracy,  M.D. 

Kenneth  Halverson,  M.D. 

E.  F.  Van  Bramer,  M.D. 

William  Hanson,  M.D. 

Robert  E.  Van  Demark,  M.D 

H.  J.  Hare,  M.D. 

Karl  Wegner,  M.D. 

DeWayne  Hofer,  M.D. 

Phillip  R.  Woodworth,  M.D. 

Robert  F.  Hohm,  M.D. 

Keith  F.  Wrage,  M.D. 

C.  G.  Hori,  M.D. 

Yankton  Clinic 

A.  Clark  Hyden,  M.D. 

D.  R.  Holzwarth,  M.D. 

T.  R.  Jacobson,  M.D. 

J.  K.  Jackson,  M.D. 

Richard  Jaqua,  M.D. 

C.  B.  McVay,  M.D. 

Thomas  W.  Jensen,  M.D. 

R.  H.  Porter,  M.D. 

Roger  Jernstrom,  M.D. 

Brooks  Ranney,  M.D. 

Warren  Jones,  M.D. 

T.  H.  Sattler,  M.D. 

C.  C.  Lardinois,  Jr.,  M.D. 

F.  E.  Savage,  M.D. 

Stuart  Feafstedt,  M.D. 

W.  F.  Stanage,  M.D. 

B.  O.  Findbloom,  M.D. 

R.  F.  Thompson,  M.D. 

Bruce  Fushbough,  M.D. 

R.  R.  Thornton,  M.D. 

John  McCann,  M.D. 

Arlan  Zastrow,  M.D. 

"■Sponsoring  Members  contribute  $100  or  more  in  a calendar  year. 


This  Is  Your 


Medical  Association 


C.  B.  McVay,  M.D.  has  been 
named  Yankton's  Outstanding 
Citizen  for  1976.  He  was  cited 
for  his  contributions  to  medicine 
in  Yankton,  the  USD  School  of 
Medicine  and  the  community  as 
a whole. 

:jc  ❖ ❖ 

Warren  Anderson,  M.D.  and 
Gerald  Loos,  M.D.,  Sioux  Falls, 
were  elected  to  fellowship  in  the 
American  Academy  of  Pediatrics 
at  a meeting  of  the  AAP  Execu- 
tive Board  in  Valley  Forge,  Penn- 
sylvania. 

* s}:  # 

Clayton  L.  Behrens,  M.D.,  Rapid 
City,  has  announced  the  associa- 
tion of  Douglas  Heintz,  M.D.  to 
the  Department  of  General  Prac- 
tice. Dr.  Heintz  is  a graduate  of 
the  USD  Medical  School  and  re- 
ceived his  M.D.  degree  from  the 
University  of  Minnesota.  He 
practiced  in  Orlando,  Florida, 
prior  to  moving  to  Rapid  City. 

% :$c 


V.  A.  Zandersons,  M.D., 

Parker,  died  at  age  81.  Dr. 
Zandersons  was  a graduate  of 
the  University  of  Latvia  and 
served  his  internship  at  Sioux 
Valley  Hospital,  Sioux  Falls. 
He  practiced  four  years  in 
Herreid  prior  to  moving  to 
Parker.  Dr.  Zandersons  was  a 
member  of  the  Sioux  Falls 
District  and  South  Dakota 
State  Medical  Associations 
and  a past  member  of  the 
American  Medical  Associa- 
tion. 


Participants  in  the  28th  Annual 
Convention  of  the  South  Dakota 
Society  of  Radiologic  Technolo- 
gists held  in  Watertown  included 
G.  E.  Tracy,  M.D.,  and  E.  H. 
Heinrichs,  M.D.,  Watertown,  and 
J.  P.  Steele,  M.D.,  Yankton. 

^ ^ ^ ^ 

A three  day  workshop  on  “Caring 
for  Coronary  Patients”  was  held 
at  McKennan  Hospital,  Sioux 
Falls,  for  registered  nurses  in  the 
area  to  help  them  accurately 
identify  symptoms  of  heart  attack 
and  prepare  them  for  administer- 
ing effective  prompt  nursing  care. 
Faculty  included  V.  K.  Cutshall, 
M.D.;  J.  W.  Donahoe,  M.D.; 
M.  R.  Ferrell,  M.D.;  L.  K. 
Tschetter,  M.D.;  Greg  Naughton, 
M.D.;  and  E.  W.  Sanderson, 
M.D. 

i\ji  :jc  :jc  % 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Charles  Pelton,  M.D.,  Gettys- 
burg, has  been  notified  he  has 
successfully  completed  require- 
ments for  certification  by  the 
American  Academy  of  Family 
Practice. 

ijc  5jC 

Participants  in  the  third  annual 
heart  seminar  held  at  the  South 
Dakota  School  of  Mines  and 

Technology  and  open  to  the  pub- 
lic included  Robert  Talley,  M.D., 
Sioux  Falls;  Joseph  McDonald, 
M.D.;  O.  M.  Jerde,  M.D.;  R.  J. 
Johnson,  M.D.;  R.  H.  Harris, 

M.D.  and  Costas  Hercules,  M.D., 
all  of  Rapid  City. 

* * * * 

Thomas  Aceto,  M.D.,  Sioux 
Falls,  professor  and  chairman  of 
the  department  of  pediatrics  and 
adolescent  medicine  at  the  USD 
School  of  Medicine,  was  a guest 
lecturer  at  the  University  of  Ne- 
braska Medical  Center. 

* * * * 


Thomas  ReuI,  M.D.,  longtime 
Watertown  physician,  died  at 
age  65  in  Minneapolis,  Min- 
nesota where  he  resided  since 
1970.  Dr.  Reul  graduated 
from  Rush  Medical  College, 
University  of  Chicago,  served 
his  internship  in  Chicago  and 
a residency  in  radiology  and 
pathology  at  Presbyterian  Hos- 
pital, Chicago.  He  was  a mem- 
ber of  the  Watertown  District, 
South  Dakota  State  and  Amer- 
ican Medical  Associations.  Dr. 
Reul  is  survived  by  his  widow, 
June,  and  four  daughters. 
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You  need  us 
for  the  same  reasons 
your  patients 
need  you. 


You're  sought  out  for  your  skills,  your  experience, 
your  expertness  in  your  field,  because  you're  a 
professional.  So  when  your  family's  financial  future 
is  at  stake,  and  you  need  help  in  planning  that 
future  . . . doesn't  it  make  sense  to  seek  out  the  same 
degree  of  professionalism?  Of  course  it  does. 

Together  we  can  review  the  many  options  you  might 
exercise  in  your  estate  and  tax  planning.  Options 
like:  trusts  under  will,  living  trusts,  short-term  trusts, 
or  life  insurance  trusts.  We  can  create  a solid, 
sound  estate  plan  that  exactly  custom-fits  your 
needs.  Both  present  and  future. 

Just  call  your  attorney  to  get  things  started. 


#FirstSiouxFalls 

Growing  with  you  ...  all  the  way 


MAIN  OFFICE  • EXPRESS  BANK  • WESTERN  MALL  BRANCH 
INDUSTRIAL  BRANCH  . EMPIRE  BRANCH 

The  First  National  Bank  in  Sioux  Falls  Member  F.D.I.C. 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  In  adults,  urinary  tract 
infections  complicated  by  pain  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due 
to  susceptible  organisms  (usually  £.  coli, 
Klebsiella-Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic 
and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increas- 
ing frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including 
sulfonamides.  Measure  sulfonamide  blood 
levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age 
12;  sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period; 
because  Azo  Gantanol  contains  phenazo- 
pyridine hydrochloride  it  iscontraindicated 
in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy 
with  G I disturbances. 

Warnings:  Safety  during  pregnancy  not 
established.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice) 
may  indicate  serious  blood  disorders.  Fre- 
quent CBC  and  urinalysis  with  microscopic 
examination  are  recommended  during 
sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function,  se- 
vere allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient 
individuals  in  whom  dose-related  hemoly- 
sis may  occur.  Maintain  adequate  fluid 
intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias 
(agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia, leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  ne- 
crolysis, urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis);  G.l. 
reactions  (nausea,  emesis,  abdominal 
pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  C/VS  reactions 
(headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon). 
Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for 
the  acute,  painful  phase  of  urinary  tract 
infections.  Usual  adult  dosage:  2 Gm 
(4  tabs)  initially,  then  1 Gm  (2  tabs) 

B I D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be 
sought.  After  relief  of  pain  has  been  ob- 
tained, continued  treatment  with  Gantanol 
(sulfamethoxazole)  may  be  considered. 

NOTE:  Patients  should  be  told  that  the 
orange-red  dye  (phenazopyridine  HCI)  will 
color  the  urine. 

Supplied:  Tablets,  red,  film-coated, 
each  containing  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI— bottles 
of  100  and  500. 
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When  Big  Ben  looks  "a  little  off  l\  . 


Antivert  25 


(meclizine  HC1)  25  mg.  Tablets 

for  vertigo 


■ Most  Widely  Prescribed— Antivert  is 
the  most  widely  prescribed  agent  for  the 
management  of  vertigo"  associated  with  dis- 
eases affecting  the  vestibular  system  such 
as  Meniere’s  disease,  labyrinthitis,  and  ves- 
tibular neuronitis. 

■ Relief  of  Nausea  and  Vomiting  — 

Antivert/25  can  relieve  the  nausea  and 
vomiting  often  associated  with  vertigo" 

■ Dosage  for  Vertigo*— The  usual  adult 
dosage  for  Antivert/25  is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences— National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associ- 
ated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  tbe  less  than  effective  indica- 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
(meclizine  FIC1)  during  pregnancy  or  to  women  who  may 
become  pregnant  is  contraindicated  in  view  of  the  terato- 
genic effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg. /kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  FfCl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

o o 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

More  detailed 
professional  information 

..  . . A divtsion  of  Pfizer  Pharmaceuticals 

available  on  request.  iw.-.  yoc<  Nev.  yo-k  10017 
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9:00  A.  M. 

Saturday,  April  24,  1976 


COUNCIL  MEETING  MINUTES 


Downtown  Holiday  Inn 
Sioux  Falls,  South  Dakota 


The  meeting  was  called  to  order  by  C.  L.  Swanson,  M.D., 
Chairman  of  the  Council.  Those  present  for  roll  call  were 
Doctors  G.  E.  Tracy,  Fred  Leigh,  James  Ryan,  A.  P. 
Reding,  J.  T.  Elston,  C.  L.  Swanson,  Winston  Odland,  E.  H. 
Heinrichs,  Bruce  Lushbough,  David  Buchanan,  Harvard 
Lewis,  B.  J.  Begley,  Warren  Jones,  P.  K.  Aspaas,  Duane 
Reaney,  R.  H.  Harris,  J.  N.  Hamm,  A.  J.  Barrett,  R.  R. 
Lawrence,  Eldon  Bell,  and  Larry  Weitzenkamp,  student 
representative,  and  Commission  Chairmen,  J.  F.  Barlow, 
M.D.  and  J.  C.  Larson,  M.D.  Also  in  attendance  were 
Doctors  J.  A.  Muggly,  Karl  Wegner,  Paul  Bruns,  T.  H. 
Sattler  and  R.  H.  Quinn. 

Dr.  Reding  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  have 
been  published.  The  motion  was  seconded  by  Dr.  Lewis  and 
carried. 

Mr.  Johnson  reviewed  the  report  of  the  Commission  on 
Legislation  and  Governmental  Relations  for  the  informa- 
ion  of  the  Councilors. 

MINUTES  OF  THE  MEETING  OF  THE 
COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 

9:00  A.M.  Downtown  Holiday  Inn 

Saturday,  March  27,  1976  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  Dr.  R.  G.  Gere, 
Chairman.  Those  present  for  roll  call  were  Doctors  R.  G. 
Gere,  Bill  Church,  L.  W.  Karlen,  A.  A.  Lampert,  R.  B. 
Henry,  V.  Janavs,  W.  R.  Taylor,  R.  J.  Foley,  G.  E.  Tracy, 
Fred  Leigh,  and  Mr.  Robert  Johnson.  The  Commission 
dispensed  with  the  reading  of  the  minutes  of  the  last  meet- 
ing inasmuch  as  they  have  been  distributed  to  the  Commis- 
sion members. 

Mr.  Johnson  reviewed  the  1976  legislative  session,  particu- 
larly with  regard  to  the  proposed  malpractice  legislation,  for 
the  information  of  the  Commission.  He  urged  physician 
support  of  SoDaPAC  and  physician  interest  in  participating 
in  legislative  activities  at  some  level. 

The  Commission  discussed  the  heavy  work  load  during 
the  past  legislative  session  and  reviewed  items  of  concern 
for  the  Association  during  the  coming  session.  Mr.  Johnson 
stated  that  it  was  his  feeling  that  he  and  Mr.  Gerdes  could 
handle  the  lobbying  efforts  for  the  Association  during  the 
next  session  provided  the  Association  sponsors  only  mal- 
practice legislation.  The  Commission  discussed  the  primary 
care  residency  bill  which  passed  the  1976  session  and  the 
revisions  and  funding  request  which  will  be  needed  for  the 
coming  year.  A discussion  was  held  as  to  whether  the  As- 
sociation should  sponsor  this  bill  or  rather  take  an  endors- 
ing position.  No  recommendation  was  made  in  this  regard; 
however,  following  discussion  Dr.  Church  moved  that  the 
Commission  recommend  to  the  Council  that  an  additional 
lobbyist  be  hired  to  assist  Mr.  Johnson  and  Mr.  Gerdes  dur- 
ing the  1977  legislative  session.  The  motion  was  seconded 
by  Dr.  Foley  and  carried. 

The  Commission  considered  the  recommendations  from 
the  Malpractice  Committee  with  regard  to  malpractice  legis- 
lation to  be  introduced  during  the  1977  session. 

Mr.  Johnson  reviewed  legislation  previously  introduced 
which  he  feels  will  probably  be  introduced  again  during  the 
upcoming  session,  and  also  areas  of  concern  to  physicians 
which  may  include  the  introduction  of  legislation.  The 
Commission  briefly  reviewed  legislation  proposed  in  other 
states  which  expands  the  Optometry  Practice  Act,  and  re- 


quested that  the  executive  office  obtain  additional  informa- 
tion concerning  this  for  the  Commission’s  review.  Also,  the 
executive  office  was  directed  to  ask  a member  of  the  South 
Dakota  Ophthalmology  Association  to  attend  the  next 
Commission  meeting  to  discuss  this  matter. 

The  Commission  discussed  the  need  for  legislation  con- 
cerning the  primary  care  residency  program.  The  executive 
office  was  directed  to  invite  Dr.  Lloyd  Sweeney  and  Dr. 
Karl  Wegner  to  attend  the  next  Commission  meeting  to  dis- 
cuss this  matter. 

The  Commission  discussed  the  possibility  of  legislation 
being  introduced  concerning  the  dissemination  of  birth  con- 
trol information  and  devices  to  minors  without  parental 
consent.  Following  discussion  the  Commission  recommended 
that  the  Association  take  no  position  with  regard  to  such 
legislation. 

The  Commission  discussed  possible  legislation  to  increase 
the  funding  of  the  Welfare  Department  and  the  Crippled 
Children’s  program.  The  Commission  recommended  that  the 
Association  take  no  position  with  regard  to  increased  fund- 
ing for  the  Welfare  Department  and  the  Crippled  Children’s 
program. 

The  Commission  briefly  discussed  the  Health  Service 
Agency  and  legislation  which  may  be  introduced  concerning 
this.  The  Commission  requested  that  Mr.  Johnson  keep 
them  informed  of  developments  regarding  the  HSA. 

The  Commission  reviewed  the  Definition  of  Death  bill  as 
proposed  in  the  1976  legislative  session  and  the  conjecture 
that  similar  legislation  will  be  introduced  in  1977.  Dr. 
Church  moved  that  the  Commission  recommend  that  the 
Association  oppose  any  bill  giving  a legal  definition  of 
death.  The  motion  was  seconded  by  Dr.  Foley.  Dr.  Lampert 
moved  to  table  this  motion.  The  motion  to  table  was  sec- 
onded by  Dr.  Church  and  carried. 

Mr.  Johnson  reviewed  legislation  as  proposed  during  the 
last  session  with  regard  to  screening  programs  administered 
through  the  Health  Department  and  stated  that  similar  legis- 
lation may  be  introduced  again  in  1977.  Dr.  Taylor  moved 
that  the  Commission  recommend  to  the  Council  that  the 
State  Medical  Association  oppose  in  principle  this  type  of 
legislation.  The  motion  was  seconded  by  Dr.  Lampert  and 
carried. 

Dr.  Taylor  moved  that  the  Commission  commend  Mr. 
Johnson  for  his  efforts  on  behalf  of  the  State  Medical  As- 
sociation during  the  1976  legislative  session.  The  motion  was 
seconded  by  Dr.  Karlen  and  carried. 

The  meeting  adjourned  at  11:30  a.m. 

He  stated  that  he  did  not  concur  with  the  recommenda- 
tion from  the  Commission  to  hire  an  additional  lobbyist  for 
the  upcoming  legislative  session.  Dr.  Odland  moved  that  the 
Association  not  hire  an  additional  lobbyist  for  the  1977 
legislative  session  but  that  legislative  priorities  be  adopted  by 
the  Association  to  assist  Mr.  Johnson  and  Mr.  Gerdes  in 
planning  their  lobbying  activities.  The  motion  was  seconded 
by  Dr.  Harris  and  carried.  Following  further  discussion 
Dr.  Lewis  moved  that  the  report  of  the  Commission  on 
Legislation  and  Governmental  Relations  be  accepted  as 
amended.  The  motion  was  seconded  by  Dr.  Aspaas  and 
carried. 

Mr.  Johnson  briefly  reviewed  the  legislative  synopsis  for 
the  Councilors  information.  Mr.  Johnson  urged  the  As- 
sociation to  establish  legislative  priorities  early  and  not  to 
take  on  additional  bills.  He  indicated  that  in  his  opinion  the 
residency  funding  bill  will  have  to  be  revised  and  recon- 
sidered by  the  legislature  this  year  if  it  is  to  benefit  residency 
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programs  in  South  Dakota.  He  also  indicated  it  was  his 
hope  that  this  legislation  should  be  sponsored  by  the  Hospi- 
tal Association.  Mr.  Johnson  also  discussed  possible  chiro- 
practic legislation  and  stated  that  the  Association  must  re- 
serve time  to  again  oppose  legislation  similar  to  that  pro- 
posed by  the  chiropractors  during  the  last  session.  He  also 
urged  physicians  to  become  more  active  in  SoDaPAC  ac- 
tivities so  that  the  Association  can  do  a more  effective  job 
in  the  legislative  area.  Dr.  Buchanan  moved  that  the  Coun- 
cil accept  the  Legislative  Synopsis  as  presented.  The  motion 
was  seconded  by  Dr.  Elston  and  carried. 

Mr.  Johnson  reviewed  the  report  of  the  Commission  on 
Medical  Service  for  the  information  of  the  Council. 

MINUTES  OF  THE  MEETING  OF  THE 

COMMISSION  ON  MEDICAL  SERVICE 

12:00  Noon  Downtown  Holiday  Inn 

Saturday,  March  27,  1976  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  12:00  noon.  Dr. 
Javurek  moved  that  the  Commission  name  Dr.  Guy  Tam, 
Chairman  pro  tern  for  this  meeting  inasmuch  as  Dr.  Gerber 
is  ill  and  unable  to  attend.  The  motion  was  seconded  by 
Dr.  Wait  and  carried.  Those  present  for  roll  call  were  Doc- 
tors David  Holzwarth,  J.  A.  Rud,  Anthony  Javurek,  Curtis 
Wait,  Anton  Petres,  John  Hoskins,  Warren  Jones,  Guy 
Tam,  Howard  Saylor,  G.  E.  Tracy,  Fred  Leigh,  and  Mr. 
Robert  Johnson.  The  Commission  dispensed  with  the  read- 
ing of  the  minutes  of  the  last  meeting  inasmuch  as  they 
have  been  distributed  to  the  Commission  members. 

Mr.  Tom  Bommer  of  the  Dodson  Insurance  Group  ap- 
peared before  the  Commission  and  reviewed  the  proposed 
Workmen’s  Compensation  Savings  Plan.  Following  discus- 
sion Dr.  Javurek  moved  that  the  Commission  recommend 
to  the  Council  that  this  plan  be  endorsed  by  the  State  Medi- 
cal Association  and  that  this  plan  be  offered  to  the  members 
of  the  Association.  The  motion  was  seconded  by  Dr.  Saylor 
and  carried. 

The  Commission  considered  the  establishment  of  guide- 
lines for  the  Association’s  consideration  and  endorsement  of 
health  service  programs.  The  Commission  considered  past 
procedures  for  considering  such  requests  for  endorsement 
along  with  a proposed  application  form  which  could  be 
utilized  by  those  organizations  seeking  endorsement  by  the 
State  Medical  Association.  Dr.  Saylor  moved  that  the  Com- 
mission recommend  utilizing  an  application  form  including 
the  seventeen  steps  outlined  on  the  proposed  form,  such 
form  to  be  completed  by  all  organizations  or  agencies  seek- 
ing endorsement  from  the  State  Medical  Association.  The 
motion  was  seconded  by  Dr.  Javurek  and  carried.  Dr. 
Javurek  moved  that  completed  applications  requesting  en- 
dorsement be  referred  to  the  appropriate  Commission  for 
study  and  recommendation  by  the  entire  Commission,  and 
this  recommendation  then  be  referred  to  the  Council  for 
final  action.  The  motion  was  seconded  by  Dr.  Hoskins  and 
carried. 

Dr.  Javurek  and  Dr.  Jones  who  served  on  a subcommittee 
to  study  AMA-ERF  reported  to  the  Commission  concern- 
ing this  loan  fund  and  the  donations  received  from  South 
Dakota  and  those  returned  to  the  USD  Medical  School  for 
the  Commission's  information.  Dr.  Javurek  moved  that  the 
Commission  recommend  to  the  Council  that  the  State  Medi- 
cal Association  encourage  the  State  Auxiliary  to  contribute 
its  efforts  towards  the  South  Dakota  Medical  School  En- 
dowment Association  rather  than  towards  the  AMA-ERF. 
The  motion  was  seconded  by  Dr.  Saylor  and  carried.  Dr. 
Jones  discussed  the  financial  situation  concerning  the  En- 
dowment Association  and  the  shortage  of  funds  for  the  in- 
creased loan  requests  and  encouraged  all  physicians  to  in- 
crease their  contributions  to  the  Endowment  Association. 
The  Commission  recommended  that  a letter  from  each 
class  representative  be  sent  to  all  alumni  outlining  the  need 


for  additional  contributions  to  the  Endowment.  The  execu- 
tive office  was  directed  to  provide  statistical  information  to 
the  class  representatives  for  this  letter. 

Mr.  Frank  Krogman  from  the  Department  of  Health  ap- 
peared to  discuss  the  Emergency  Medical  Service  system  for 
the  state  of  South  Dakota  for  the  information  of  the  Com- 
mission. Following  his  review  Dr.  Jones  moved  that  the 
Commission  recommend  continued  endorsement  of  the 
Emergency  Medical  Service  System  for  South  Dakota.  The 
motion  was  seconded  by  Dr.  Saylor  and  carried. 

The  Commission  discussed  the  various  multiphasic  health 
testing  programs  which  have  been  carried  out  in  South 
Dakota  recently,  the  need  for  such  programs  and  what,  if 
anything,  the  State  Medical  Association  should  do  con- 
cerning these.  Following  discussion  Dr.  Jones  moved  that  the 
Commission  recommend  to  the  Council  that  the  State 
Medical  Association  president  communicate  with  the  execu- 
tive directors  of  all  major  associations  and  organizations  in 
the  state  expressing  the  Association’s  feelings  and  concerns 
with  regard  to  such  testing  programs.  The  motion  was  sec- 
onded by  Dr.  Holzwarth  and  carried. 

The  Commission  reviewed  the  report  of  the  Intensive 
Care  Nurseries  Committee.  Dr.  Saylor  moved  that  the 
Commission  accept  this  report.  The  motion  was  seconded  by 
Dr.  Rud  and  carried. 

The  Commission  reviewed  the  proposal  received  from 
Aman  Collection  Service.  Dr.  Jones  moved  that  the  Com- 
mission recommend  to  the  Council  that  the  Association  not 
accept  the  Aman  proposal  and  that  this  is  an  individual 
situation  to  be  acted  upon  by  individual  physicians.  The 
motion  was  seconded  by  Dr.  Rud  and  carried. 

The  Commission  considered  the  necessity  of  performing 
VD  serology  tests  on  all  premarital  examinations.  A dis- 
cussion ensued  concerning  the  form  which  is  signed  by  the 
physician  indicating  that  he,  personally,  examined  the 
patient.  It  was  the  recommendation  of  the  Commission  that 
VD  serology  tests  continue  to  be  required  and  that  an  item 
be  included  in  the  Grab  Bag  calling  to  the  attention  of  the 
physicians  exactly  what  they  are  signing  when  completing 
the  premarital  examination  form. 

The  Commission  considered  the  item  referred  from  the 
Council  with  regard  to  eliminating  the  Utilization  and  In- 
surance Review  Committees’  work  concerning  the  establish- 
ment of  reasonable  allowances.  Dr.  Wait  moved  that  the 
Commission  recommended  to  the  Council  that  the  work  of 
the  Utilization  and  Insurance  Review  Committees  be  con- 
tinued. The  motion  was  seconded  by  Dr.  Rud  and  carried. 

The  Commission  considered  the  request  for  assistance  in 
establishing  guidelines  for  medical  directors  in  nursing 
homes,  including  the  duties  of  medical  directors  and  reim- 
bursement for  their  services.  Dr.  Tracy  reviewed  this  for 
the  Commission’s  information  and  stated  that  a committee 
has  been  appointed  by  him  to  work  with  nursing  home 
directors  to  establish  such  guidelines  within  the  federal 
regulations.  Dr.  Holzwarth  moved  that  the  Commission 
recommend  to  the  Council  that  the  committee  appointed 
by  Dr.  Tracy  be  commended  for  its  work  and  encouraged 
to  continue  its  efforts  concerning  negotiations  with  federal 
representatives  with  regard  to  nursing  home  medical 
directors,  and  that  the  physicians  in  South  Dakota  be  urged 
to  comply  with  the  federal  regulations  regarding  nursing 
homes.  The  motion  was  seconded  by  Dr.  Rud  and  carried. 

The  Commission  considered  the  grant  application  from 
the  USD  Medical  School  for  the  development  and  evalua- 
tion of  continuing  education  programs  in  pulmonary  medi- 
cine. Dr.  Jones  moved  that  the  Commission  recommend 
approval  of  this  grant  application.  The  motion  was  sec- 
onded by  Dr.  Holzwarth  and  carried.  Dr.  Javurek  moved 
that  requests  for  future  grant  proposals  be  referred  to  a 
subcommittee  of  the  Commission,  such  subcommittee  to  be 
appointed  by  the  Chairman,  and  this  subcommittee’s  rec- 
ommendation referred  to  the  entire  Commission  for  ap- 
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proval  and  then  to  the  Council  for  final  approval.  The  mo- 
tion was  seconded  by  Dr.  Saylor  and  carried. 

The  Commission  considered  the  report  from  the  AMA 
on  the  availability  of  health  services  in  rural  areas  for  their 
information. 

The  Commission  considered  the  endorsement  of  the 
Heimlich  procedure  as  an  appropriate  maneuver  for  assist- 
ing choke  victims.  Dr.  Jones  moved  that  the  Commission 
recommend  to  the  Council  the  endorsement  of  the  Heimlich 
procedure  and  that  the  Health  Department  be  notified  of 
this  endorsement  and  that  the  State  Medical  Association 
jointly  sponsor,  at  no  cost,  pamphlets  and  posters  to  be 
placed  in  kitchens  of  restaurants  throughout  the  state  out- 
lining instructions  for  utilizing  this  procedure.  The  motion 
was  seconded  by  Dr.  Petres  and  carried. 

Dr.  Tracy  briefly  explained  the  proposed  cystic  fibrosis 
study  which  is  proposed  for  the  Hutterite  Colony  near 
Raymond,  South  Dakota.  Dr.  Wait  moved  that  the  Com- 
mission recommend  to  the  Council  approval  of  this  pro- 
posed study.  The  motion  was  seconded  by  Dr.  Jones  and 
carried. 

The  Commission  considered  a public  information  pro- 
gram to  be  undertaken  by  the  State  Health  Department 
with  regard  to  pre-exposure  rabies  vaccination  to  those  peo- 
ple in  high  risk  occupations.  Dr.  Saylor  moved  that  the 
Commission  recommend  to  the  Council  that  this  public  in- 
formation program  be  endorsed  by  the  State  Medical  As- 
sociation and  that  an  item  be  carried  in  the  Grab  Bag  con- 
cerning this  matter.  The  motion  was  seconded  by  Dr.  Holz- 
warth  and  carried. 

The  Commission  received  the  grant  proposal  from  the 
USD  Medical  School  for  the  establishment  of  a referral 
system.  Dr.  Tam  appointed  Dr.  Jones,  Dr.  Saylor,  and  Dr. 
Hoskins  to  serve  on  a subcommittee  to  review  this  grant 
proposal  and  make  a recommendation  to  the  Commission. 

Mr.  Johnson  reviewed  a discussion  he  had  with  a rep- 
resentative from  Vocational  Rehabilitation  concerning  car- 
diac services  program.  This  program  will  become  effective 
April  1,  1976,  and  will  be  federally  funded  through  1978 
at  which  time  it  will  be  funded  by  the  Department  of  Voca- 
tional Rehabilitation.  This  program  is  to  offer  one  cardiac 
test,  such  as  a stress  test,  at  no  cost  to  any  client  regardless 
of  ability  to  pay,  and  then  those  requiring  additional  tests 
or  care  will  be  referred  to  Yankton  for  such  services.  This 
was  submitted  for  the  information  of  the  Commission 
members.  The  Commission  directed  the  executive  office  to 
obtain  additional  information  concerning  this  program  and 
then  Dr.  Tracy  and  Dr.  Saylor  will  arrange  a meeting  with 
representatives  of  the  Department  of  Vocational  Rehabilita- 
tion to  discuss  this  matter. 

Dr.  Saylor  discussed  a proposal  to  repeal  the  law  requir- 
ing all  motorcyclists  to  wear  motorcycle  helmets.  Dr. 
Saylor  moved  that  the  Commission  recommend  to  the 
Commission  on  Legislation  and  Governmental  Relations 
that  the  State  Medical  Association  oppose  the  repeal  of  the 
motorcycle  helmet  law.  The  motion  was  seconded  by  Dr. 
Jones  and  carried. 

Dr.  Tracy  announced  for  the  information  of  the  Com- 
mission members  that  the  State  Association  annual  meeting 
has  received  hourly  credit  from  the  AAFP. 

The  meeting  adjourned  at  4:00  p.m. 

Dr.  Lushbough  moved  that  the  Council  accept  the  rec- 
ommendation of  the  Commission  for  endorsement  by  the 
State  Medical  Association  of  the  proposed  Workmen’s 
Compensation  Plan  from  Dodson  Insurance.  The  motion 
was  seconded  by  Dr.  Lewis  and  carried.  Dr.  Buchanan 
moved  that  the  Council  accept  the  recommendation  of  the 
Commission  to  utilize  an  application  form,  such  form  to  be 
completed  by  all  organizations  or  agencies  seeking  endorse- 
ment of  their  programs  by  the  State  Medical  Association. 
The  motion  was  seconded  by  Dr.  Harris  and  carried.  A dis- 
cussion was  held  with  regard  to  the  recommendation  from 


the  Commission  that  the  Auxiliary  contribute  its  efforts 
towards  the  South  Dakota  Medical  School  Endowment  As- 
sociation rather  than  AMA-ERF.  It  was  noted  that  the 
Auxiliary  donations  to  AMA-ERF  are  submitted  as  desig- 
nated for  the  USD  Medical  School  and  are  returned  to  the 
Medical  School  for  use  as  unrestricted  funds.  Dr.  Bell 
moved  that  the  Council  not  accept  that  portion  of  the  report 
of  the  Commission  encouraging  Auxiliary  support  for  the 
Endowment  Association  rather  than  AMA-ERF.  The  mo- 
tion was  seconded  by  Dr.  Tracy  and  carried.  Dr.  Jones  en- 
couraged physician  support  for  the  Endowment  Associa- 
tion and  requested  all  to  increase  their  donations  inasmuch 
as  requests  for  loans  has  increased  considerably.  Dr.  Odland 
moved  that  the  Council  proceed  to  the  next  item  of  business. 
The  motion  was  seconded  by  Dr.  Elston  and  carried.  Dr. 
Lushbough  moved  that  the  Council  accept  the  recommenda- 
tion of  the  Commission  that  the  Medical  Association  con- 
tinue endorsement  of  the  Emergency  Medical  Service  System 
for  South  Dakota.  The  motion  was  seconded  by  Dr. 
Reaney  and  carried.  Dr.  Lushbough  moved  that  the  recom- 
mendation of  the  Commission  for  the  president  of  the  State 
Medical  Association  to  communicate  with  the  executive  di- 
rectors of  major  associations  and  organizations  in  the  state 
expressing  the  Medical  Association’s  feelings  and  concerns 
in  a positive  manner  regarding  multiphasic  testing  programs 
be  accepted.  The  motion  was  seconded  by  Dr.  Odland  and 
carried.  Dr.  Aspaas  moved  that  the  Council  accept  the 
recommendation  of  the  Commission  that  the  Association 
not  accept  the  Aman  proposal  and  that  this  is  an  individual 
situation  to  be  acted  upon  by  individual  physicians.  The 
motion  was  seconded  by  Dr.  Reding  and  carried.  The 
Council  considered  the  recommendation  from  the  Com- 
mission concerning  VD  serology  tests  and  notification  to 
physicians  to  be  aware  of  exactly  what  they  are  signing 
when  completing  the  premarital  examination  form.  Dr. 
Lushbough  moved  that  this  matter  be  referred  to  the  Com- 
mission on  Legislation  and  Governmental  Relations  for 
their  consideration  and  action.  The  motion  was  seconded  by 
Dr.  Leigh  and  carried.  Dr.  Tracy  moved  that  the  Council 
accept  the  recommendation  of  the  Commission  that  the  As- 
sociation continue  the  work  of  the  Utilization  and  Insurance 
Review  Committee.  The  motion  was  seconded  by  Dr.  Lewis 
and  carried.  Dr.  Aspaas  moved  that  the  Council  accept  the 
recommendation  of  the  Commission  to  urge  physicians  to 
comply  with  the  federal  regulations  regarding  nursing 
homes.  The  motion  was  seconded  by  Dr.  Ryan  and  carried. 
Vote:  18  for,  1 opposed,  Dr.  Bell.  Dr.  Tracy  moved  that 
the  Council  accept  the  recommendation  from  the  Com- 
mission to  approve  the  grant  application  from  the  USD 
Medical  School  for  the  development  and  evaluation  of  con- 
tinuing education  programs  in  pulmonary  medicine.  The 
motion  was  seconded  by  Dr.  Aspaas  and  carried.  Dr.  Tracy 
moved  that  the  Council  accept  the  recommendation  of  the 
Commission  that  future  grant  applications  submitted  to  the 
Medical  Association  for  endorsement  be  submitted  to  a sub- 
committee for  initial  review,  then  to  the  appropriate  com- 
mission and  then  to  the  Council  for  final  approval.  The 
motion  was  seconded  by  Dr.  Lushbough  and  carried.  Dr. 
Bell  moved  that  the  Council  extend  an  apology  to  Dr. 
Wegner  on  behalf  of  one  of  the  Commission  members  with 
regard  to  a grant  application.  The  motion  was  seconded  by 
Dr.  Begley  and  carried.  Dr.  Tracy  moved  that  the  report  of 
the  Commission  on  Medical  Service  be  accepted  as 
amended.  The  motion  was  seconded  by  Dr.  Lushbough  and 
carried.  Dr.  Hamm  moved  to  amend  this  motion  to  accept 
the  report  of  the  Commission  on  Medical  Service  as 
amended  and  to  delete  the  recommendation  of  the  Commis- 
sion with  regard  to  the  motorcycle  helmet  law.  The  motion 
was  seconded  by  Dr.  Harris  and  carried. 

Dr.  Swanson  introduced  Dr.  Karl  Wegner,  Dean  of  the 
Medical  School.  Dr.  Wegner  then  introduced  Dr.  Paul 
Bruns,  Chairman  of  the  Department  of  Obstetrics-Gyne- 
cology for  the  USD  Medical  School.  Dr.  Bruns  indicated 
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that  he  is  serving  in  this  capacity  for  one  year  only  and 
will  then  return  to  Georgetown  University;  however.  Dr. 
Loren  Petersen  has  been  recruited  as  the  permanent  chair- 
man for  this  department  and  will  be  arriving  in  South 
Dakota  shortly.  Dr.  Wegner  then  discussed  the  potential  de- 
velopment of  a clinical  program  in  Vermillion  which 
would  provide  physicians  for  the  community  and  school 
and  which  would  also  provide  ambulatory  care  experience 
for  the  medical  students.  He  stated  this  is  entirely  in  the 
planning  stage  and  would  be  handled  through  a non-p  fit 
corporation  and  that  Medical  School  funds  would  not  b- 
involved.  Dr.  Wegner  also  indicated  that  he  is  working 
closely  with  the  two  physicians  now  practicing  in  Vermillion 
and  with  community  leaders.  Following  a lengthy  discus- 
sion Dr.  Odland  moved  that  this  issue  be  tabled  for  further 
study  when  additional  information  is  available.  The  motion 
was  seconded  by  Dr.  Bell  and  carried.  Dr.  Reaney  moved 
that  the  Council  go  on  record  as  offering  assistance  to  the 
city  of  Vermillion  and  to  Dr.  Wegner  in  recruiting 
physicians  for  the  community,  and  that  this  matter  be 
referred  to  the  Executive  Committee  which  shall  meet  with 
Dr.  Wegner  to  consider  this  matter  further.  The  motion 
was  seconded  by  Dr.  Lushbough  and  carried. 

Dr.  Barlow  reviewed  the  report  of  the  Commission  on 
Internal  Affairs,  Communications  and  Liaison  for  the 
Councilors’  information. 

COMMISSION  ON  COMMUNICATION, 
INTERNAL  AFFAIRS  AND  LIAISON 

9:00  A.M.  Downtown  Holiday  Inn 

March  27,  1976  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  9 a.m.  by  John  F. 
Barlow,  M.D.,  Chairman  of  the  Commission.  Present  for 
roll  call  were  Drs.  John  F.  Barlow,  C.  R.  Stoltz.  W.  O. 
Hanson,  Loren  Amundson.  Jay  Hubner,  C.  B.  Gwinn  and 
Lawrence  Finney.  The  reading  of  the  minutes  of  the  previ- 
ous meeting  was  dispensed  with  inasmuch  as  they  have  been 
mailed  to  each  Commission  member  and  published  in  the 
SOUTH  DAKOTA  JOURNAF  OF  MEDICINE. 

The  Commission  reviewed  the  financial  report  for  the 
month  of  February.  Mr.  Johnson  commented  on  the  items 
of  the  budget  which  will  exceed  the  budgeted  a^o'mts  for 
the  current  fiscal  year.  A discussion  was  held  on  the 
financial  outlook  for  the  Journal.  The  Commission  recom- 
mended that  the  Editor  of  the  Journal  be  requested  to  give 
preference  to  members  of  the  South  Dakota  State  Medical 
Association  in  scheduling  articles  for  publication  and  that 
members  of  the  medical  school  faculty  be  contacted  about 
joining  SDSMA. 

The  Commission  reviewed  the  proposed  membership  re- 
quirements as  prepared  by  the  AMA  regarding  student 
membership  in  the  State  Association.  Dr.  Stoltz  moved  that 
the  Commission  recommend  to  the  Council  that  medical 
students  be  included  in  the  Associate  Member  category  and 
that  a Bylaw  change  be  submitted  to  the  House  of  Delgates 
in  June.  The  motion  was  seconded  and  carried. 

The  Commission  reviewed  an  amendment  to  the  Bylaws 
submitted  by  the  Executive  Committee  which  would  make 
the  Councilor  at  Large  a member  of  the  Executive  Com- 
mittee and  would  give  the  Executive  Committee  the  authori- 
ty to  act  on  behalf  of  the  Council  between  meetings  of  the 
Council. 

PROPOSED  BYLAW  CHANGE 

ARTICLE  X 
Commissions 

Section  4 

In  addition  to  the  foregoing  Commissions  there  shall  be 
an  Executive  Commission  and  a Grievance  Commission, 
a:  Executive  Commission — The  Executive  Commission 

shall  consist  of  the  President,  President-Elect,  Vice- 


President,  Secretary-Treasurer,  Speaker  of  the  House, 
(((Councilor-at-Large))),  and  Chairman  of  the  Council. 
Its  duties  shall  be  advisory  in  nature  to  the  various 
officers  and  Commissions  when  indicated,  and  it  shall 
function  when  asked  to  do  so  by  any  one  of  them.  It 
shall  also  have  other  functions  as  delegated  from  time 
to  time  by  the  House  of  Delegates  or  by  the  Council, 
(((and  shall  have  the  power  and  authority  to  act  on 
behalf  of  the  Council  between  meetings  of  the  Coun- 
cil))). 

Dr.  Gwinn  moved  that  the  Commission  recommend  to 
the  Council  that  the  proposed  Bylaw  change  be  approved 
and  submitted  to  the  House  of  Delegates  at  the  1976  annual 
meeting.  The  motion  was  seconded  and  carried. 

The  Commission  reviewed  a proposed  Bylaw  change 
which  would  establish  a Credentials  Committee.  After  dis- 
cussion the  Commission  recommended  that  the  proposal  be 
submitted  to  the  Council  for  approval  and  submission  to  the 
House  of  Delegates  in  the  following  form: 

PROPOSED  BYLAW  CHANGE 

Purpose  to  create  a Credentials  Committee. 

Section  4.  In  addition  to  the  foregoing  Commissions  there 
shall  be  an  Executive  Commission  and  a Grievance  Com- 
mission and  a Credentials  Commission. 

c.  Credentials  Commission — the  credentials  commission 
shall  consist  of  the  Executive  Commission  of  the  South 
Dakota  State  Medical  Association.  The  Credentials  Com- 
mission shall  promptly  and  in  a most  expeditious  manner 
review  all  applications  for  membership  in  the  State  Medical 
Association  referred  to  the  Commission  by  a component 
district  medical  society  or  the  Council.  The  Commission 
may  also  establish  criteria  for  the  review  of  any  member  of 
the  State  Medical  Association  for  membership  renewal;  such 
criteria  to  be  submitted  to  the  Council  for  approval. 

The  Commission  reviewed  a brochure  submitted  by  the 
Problems  in  Living  Center,  Sioux  Falls,  along  with  a re- 
quest that  it  be  included  in  a Grab  Bag  mailing  to  the 
members  of  the  State  Medical  Association.  The  Commis- 
sion recommended  to  the  Council  that  the  State  Association 
mail  the  brochure  to  the  membership,  and  also  indicated 
that  the  State  Association  should  review  the  final  copy  be- 
fore the  brochure  is  printed. 

The  Commission  reviewed  a request  from  the  South 
Dakota  Chapter  of  the  American  Cancer  Society  to  review  a 
newspaper  column  on  questions  and  answers  concerning 
cancer  for  publication  in  South  Dakota  newspapers.  Dr. 
Stoltz  moved  that  the  Commission  recommend  to  the 
Council  that  the  proposal  be  accepted  and  that  review  of 
the  newspaper  columns  be  made  by  a three  man  committee 
of  this  Commission  to  be  appointed  by  the  chairman.  The 
motion  was  seconded  and  carried.  The  Commission  also  in- 
dicated that  the  wording  of  the  endorsement  of  the 
SDSMA  on  the  columns  should  be  approved  by  the  com- 
mittee prior  to  publication.  The  following  Commission 
members  will  serve  on  the  review  committee,  if  the  pro- 
posal is  approved  by  the  Council:  Jay  Hubner,  M.D.;  C.  B. 
Gwinn,  M.D.;  and  Lawrence  Finney,  M.D. 

The  Commission  reviewed  a proposed  Bylaw  change 
which  would  provide  for  mandatory  continuing  medical  edu- 
cation for  members  of  the  South  Dakota  State  Medical  As- 
sociation. Dr.  Finney  moved  that  the  Commission  recom- 
mend that  the  Council  approve  the  following  Bylaw  change 
and  submit  it  to  the  House  of  Delgates  at  the  Annual 
Meeting: 

ARTICLE  III 
Membership 

Section  1.  Requirements 

This  Association  shall  consist  of  (a)  active  members,  (b) 
life  members,  and  (c)  associate  members,  all  of  whom  shall 
be  doctors  of  medicine  and/or  osteopathy  and  licensed  in 
the  state  of  South  Dakota  or  permitted  to  practice  herein 
under  the  provisions  of  the  Medical  Practice  Act;  (((and 
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active  members  of  the  Association  shall  be  required  to  com- 
plete 150  hours  of  defined  continuing  medical  education 
credits  over  each  three  year  period  of  time  for  maintaining 
membership;  such  specified  hours  to  be  approved  by  a 
recognized  accrediting  body.  The  Continuing  Medical  Edu- 
cation Committee  of  the  South  Dakota  State  Medical  Asso- 
ciation shall  have  the  privilege  of  waiving  this  requirement 
when  due  cause  can  be  shown  by  the  member.  Accumula- 
tion of  such  credit  hours  shall  begin  January  1,  1978))). 

The  Commission  reviewed  the  proposed  Bylaw  change 
making  the  Professional  Liability  Commission  a standing 
Commission  of  the  South  Dakota  State  Medical  Association. 
Dr.  Hanson  moved  that  the  proposed  bylaw  change  be 
submitted  to  the  Council  with  a recommendation  that  it  be 
accepted  and  referred  to  the  House  of  Delegates  in  June. 

ARTICLE  IV 

Commissions 

Section  4. 

(((c:  Professional  Liability  Commission — The  Commission 
on  Professional  Liability  shall  consist  of  one  member  from 
the  Commission  on  Legislation  and  Governmental  Rela- 
tions; one  member  from  the  Committee  on  Credentials;  one 
member  from  the  Committee  on  Continuing  Medical  Edu- 
cation; one  physician  member  from  the  Board  of  Directors 
of  the  South  Dakota  Foundation  for  Medical  Care;  one 
member  from  the  Utilization  and  Review  Committee;  one 
member  from  the  Grievance  Committee;  and  three  members 
at  large. 

The  Commission  shall  be  appointed  by  the  president;  the 
original  appointments  shall  consist  of  three  appointments  for 
a one  year  term;  three  appointments  for  a two  year  term; 
and  three  appointments  for  a three  year  term.  Thereafter, 
all  appointments  shall  be  for  three  year  terms. 

The  Commission’s  duties  shall  be  to  study  and  work  in  a 
liaison  capacity  and  make  recommendations  to  the  Council 
in  matters  pertaining  to  professional  liability  problems  and 
insurance  coverage  in  the  state  of  South  Dakota))). 

The  Commission  reviewed  the  tuition  scholarships  which 
have  been  given  to  students  at  the  school  of  medicine  in 
past  years.  Dr.  Stoltz  moved  that  the  Commission  recom- 
mend to  the  Council  that  in  the  future,  the  Association  pro- 
vide three  awards  in  the  amount  of  $750  each;  one  to  an  in- 
coming sophomore  student,  junior  student,  and  senior  stu- 
dent; that  the  Medical  Association  recommend  to  the 
Awards  Committee  at  the  School  of  Medicine  that  these 
awards  be  given  primarily  based  on  need,  with  demon- 
strated scholastic  ability.  The  motion  was  seconded  and 
carried.  Dr.  Amundson  was  designated  to  contact  the  Awards 
Committee  at  the  School  of  Medicine  to  determine  the 
criteria  they  now  use  in  determining  the  recipients  of  the 
various  awards  given  each  year. 

The  meeting  adjourned  at  11:15  a.m. 

Dr.  Barrett  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  for  a Bylaw  change  to  be 
submitted  to  the  House  of  Delegates  which  would  allow 
medical  students  to  be  included  in  the  Associate  Member 
category.  The  motion  was  seconded  by  Dr.  Harris  and 
carried.  Dr.  Harris  moved  that  the  Council  accept  the 
recommendation  of  the  Commission  for  a Bylaw  change  to 
be  submitted  to  the  House  of  Delegates  whereby  the 
Councilor  at  Large  would  be  included  in  the  Executive 
Committee  and  the  Executive  Committee  would  have  au- 
thority to  act  on  behalf  of  the  Council  between  meetings  of 
the  Council.  The  motion  was  seconded  by  Dr.  Aspaas  and 
carried.  Dr.  Begley  moved  that  the  motion  be  amended  to 
read  that  the  Councilor  at  Large  be  a member  of  the  Execu- 
tive Committee  and  that  the  Executive  Committee  have  the 
authority  to  act  on  behalf  of  the  Council  “in  emergency 
situations”  between  meetings  of  the  Council.  The  motion 
was  seconded  and  carried.  Dr.  Buchanan  moved  that  the 


Council  accept  the  recommendation  of  the  Commission  1 
that  a Bylaw  change  be  submitted  to  the  House  of  Dele- 
gates which  would  create  a Credentials  Committee.  The 
motion  was  seconded  by  Dr.  Begley  and  carried.  Dr. 
Heinrichs  moved  that  the  Council  accept  the  Commission 
recommendation  for  a Bylaw  change  to  be  submitted  to  the 
House  of  Delegates  requiring  150  hours  of  continuing 
medical  education  credits  over  a three  year  period  of  time  to 
maintain  membership  in  the  State  Medical  Association.  The 
motion  was  seconded  by  Dr.  Tracy  and  carried.  Dr.  Tracy 
moved  that  the  Council  accept  the  recommendation  of  the 
Commission  to  submit  a Bylaw  change  to  the  House  of 
Delegates  which  would  make  the  Professional  Liability 
Commission  a standing  commission  of  the  State  Medical 
Association.  The  motion  was  seconded  by  Dr.  Lawrence 
and  carried.  A discussion  was  held  concerning  tuition 
scholarships  for  medical  students.  Dr.  Tracy  moved  that  the 
Council  amend  the  recommendation  of  the  Commission  to 
provide  for  three  awards  in  the  amount  of  $500  each;  one 
for  an  incoming  sophomore  student,  junior  student  and 
senior  student  and  that  these  scholarships  be  provided  to 
students  who  are  continuing  their  education  at  the  USD 
Medical  School.  The  motion  was  seconded  by  Dr.  Jones 
and  carried.  Dr.  Buchanan  moved  that  the  Council  accept 
the  report  of  the  Commission  on  Internal  Affairs,  Com- 
munications and  Liaison  as  amended.  The  motion  was  sec- 
onded by  Dr.  Reaney  and  carried. 

The  Council  adjourned  for  lunch  at  12:30  p.m.  and 
reconvened  at  1:30  p.m. 

Dr.  Larson  reviewed  the  report  of  the  Commission  on 
Scientific  Medicine  for  the  Councilors’  information. 

COMMISSION  ON  SCIENTIFIC  MEDICINE 

1:15  P.M.  Downtown  Holiday  Inn 

March  27,  1976  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  1:15  p.m.  by  James 
Larson,  M.D.,  Chairman  of  the  Commission.  Present  for 
roll  call  were  Drs.  Larson,  R.  R.  Thornton,  A.  J.  Janusz, 

B.  T.  Otey,  G.  Robert  Bell,  R.  J.  Zakahi,  Joseph  Kass,  and 
Gene  Koob. 

Gail  Benson,  M.D.,  Sioux  Falls,  discussed  the  scoliosis 
screening  program  in  South  Dakota  and  showed  a film 
showing  the  screening  procedure.  He  stated  that  public 
health  nurses  would  be  trained  to  carry  out  the  screening 
program  in  the  schools.  Dr.  Benson  requested  the  endorse- 
ment of  the  South  Dakota  Medical  Association  for  this  pro- 
gram. Dr.  Koob  moved  that  the  Commission  recommend  to 
the  Council  that  the  program  as  proposed  by  Dr.  Benson 
be  approved  by  the  South  Dakota  State  Medical  Association 
with  the  recommendation  that  all  referrals  be  made  back  to 
the  family  physician.  The  motion  was  seconded  and  carried. 

JoAnne  Haberman,  M.D.  appeared  before  the  Commis- 
sion and  discussed  recent  results  in  the  thermography  pro- 
gram in  South  Dakota  and  answered  many  questions  con- 
cerning the  program.  Recent  information  from  the  College 
of  Radiology  and  the  New  England  Journal  of  Medicine 
concerning  thermography  were  considered  by  the  Commis- 
sion. Dr.  Bell  moved  that  the  Commission  recommend  to 
the  Council  that  this  program  have  the  continued  endorse- 
ment of  the  South  Dakota  State  Medical  Association;  that 
the  Commission  accepts  thermography  as  one  of  several 
screening  procedures  useful  in  identifying  persons  at  high 
risk  for  cancer  or  future  cancer  of  the  breast.  The  motion 
was  seconded  and  carried.  The  Commission  further  recom- 
mended that  physicians  in  the  state  cooperate  with  the 
screening  program  by  furnishing  Dr.  Haberman  with  re- 
ports of  biopsies  and  mammographies  so  data  can  be  ef- 
fectively coordinated. 

Dr.  Koob  reported  on  the  Continuing  Medical  Educa- 
tion Committee’s  activities  in  South  Dakota.  He  stated  that 
a site  visit  for  accreditation  will  be  completed  this  summer 
and  that  after  that  visit,  the  committee  will  be  able  to 
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accredit  programs  sponsored  by  South  Dakota  hospitals  and 
specialty  groups. 

The  Commission  recommended  that  a Thursday  after- 
noon program  on  the  Continuing  Medical  Education  pro- 
gram in  South  Dakota  be  prepared  for  June  10,  during  the 
annual  meeting.  Dr.  Larson  would  preside  at  such  a dis- 
cussion. It  was  suggested  that  the  program  begin  at  3 p.m. 

The  Commission  assigned  moderators  for  the  workshops 
to  be  presented  on  Saturday  morning  during  the  annual 
meeting. 

The  meeting  was  adjourned  at  4:00  p.m. 

Dr.  Larson  discussed  the  Thermography  Program  and 
the  Commission  recommendation  to  endorse  and  cooperate 
with  this  program.  He  stated  that  the  Commission  dis- 
cussed this  entirely  from  the  scientific  aspect  and  did  not 
involve  the  economic  aspect.  Following  a lengthy  discussion 
Dr.  Barrett  moved  that  the  Council  reiterate  its  stand  that 
the  State  Medical  Association  not  endorse  the  thermography 
screening  program;  however,  the  State  Medical  Association 
will  not  oppose  it.  The  motion  was  seconded  by  Dr.  Odland. 
Dr.  Lushbough  made  a substitute  motion  stating  that  en- 
dorsement of  the  thermography  program  remain  at  the 
district  level  as  it  does  now.  The  motion  was  seconded  by 
Dr.  Bell  and  carried.  Vote:  18  for;  1 opposed.  Dr.  Tracy. 
Dr.  Aspaas  moved  that  the  Council  accept  the  recommenda- 
tion of  the  Commission  to  approve  the  scoliosis  screening 
program.  The  motion  was  seconded  by  Dr.  Reaney  and 
carried.  The  Council  recommended  that  notice  of  this 
screening  program  be  carried  in  the  Grab  Bag  along  with 
pertinent  information  for  the  physicians’  information.  Dr. 
Bell  moved  that  the  Council  accept  the  report  of  the  Com- 
mission on  Scientific  Medicine  as  amended.  The  motion  was 
seconded  by  Dr.  Tracy  and  carried. 

The  Council  considered  the  nominations  submitted  for 
the  Distinguished  Service  Award  and  the  Community 
Service  Award.  A secret  ballot  was  taken  and  the  recipients 
will  be  announced  at  the  annual  meeting  banquet. 

The  Council  considered  appointments  to  the  Board  of 
Directors  for  the  South  Dakota  Medical  School  Endowment 
Association.  Dr.  Elston  moved  that  the  Council  reappoint 
Warren  Jones,  M.D.,  J.  B.  Gregg,  M.D.,  B.  O.  Lindbloom, 
M.D..  G.  E.  Tracy,  M.D.,  and  T.  H..  Willcockson,  M.D.  for 
a one  year  term  on  the  Board.  The  motion  was  seconded  by 
Dr.  Lewis  and  carried.  A ballot  was  cast  for  the  remaining 
two  director  positions  and  Anthony  Javurek,  M.D.  and 
Durward  Lang,  M.D.  were  elected  to  serve  a one  year  term. 

Dr.  Muggly  briefly  reported  on  activities  of  the  Founda- 
tion for  the  Councilors’  information.  He  stated  that  the 
Foundation  has  been  notified  they  will  be  designated  as 
“conditional”  and  negotiations  are  now  underway  with  re- 
gard to  the  conditional  grant  application.  Dr.  Tracy  re- 
viewed information  on  the  building  fund  with  particular  re- 
gard to  completing  the  basement  of  the  Association  building 
and  renting  that  area  to  the  Foundation.  Dr.  Lewis  moved 
that  the  Association  proceed  with  completion  of  the  lower 
level  and  then  rent  this  to  the  Foundation.  The  motion  was 
seconded  by  Dr.  Barrett  and  carried.  Dr.  Tracy  then  re- 
ported on  his  meeting  with  representatives  of  the  Hospital 
Association  concerning  utilization  by  the  Hospial  Associa- 
tion and  the  Foundation  of  a data  bank  system.  He  reported 
that  at  the  present  time  negotiations  are  continuing  with 
PAS-MAP.  Dr.  Tracy  moved  that  the  Council  encourage 
the  Association  representatives  to  continue  negotiations  in 
this  regard.  The  motion  was  seconded  by  Dr.  Elston  and 
carried. 

The  Council  considered  appointment  of  an  Editorial 
Advisory  Board  for  the  Journal.  Dr.  Bell  moved  that  this  be 
deferred  until  a later  date.  The  motion  was  seconded  by  Dr. 
Ryan  and  carried. 

Dr.  Tracy  reviewed  the  actions  taken  by  the  Executive 
Committee  at  their  meeting  held  on  April  23.  He  stated  that 
the  Committee  met  primarily  to  review  functions  and 
priorities  at  the  Association’s  executive  office.  Dr.  Ryan 


also  reviewed  anticipated  needs  for  time  and  personnel  at 
the  executive  office  with  regard  to  continuing  education, 
planning  and  research.  Several  alternative  solutions  were 
suggested  for  the  Councils’  review  and  recommendation. 
Those  being: 

1.  Prioritize  activities  of  the  Association  and  eliminate 
certain  areas. 

2.  Charge  specialty  groups  on  a pro  rata  basis  for  services 
provided  through  the  Association  office. 

3.  Hire  an  additional  clerical  person,  continue  office 
operations  and  services  as  in  the  past  and  provide  for 
this  extra  person  through  deficit  spending. 

4.  Hire  an  additional  clerical  person,  continue  office 
operations  and  services  as  in  the  past  and  provide  for 
this  extra  person  through  a dues  increase  or  other 
funding. 

Dr.  Tracy  reported  that  to  date  approximately  $40,000  has 
been  received  from  the  special  malpractice  assessment  and 
$20,000  has  been  expended.  However,  there  will  be  addi- 
tional expenses  involved  during  the  coming  year  with  regard 
to  establishing  the  arbitration  plan,  contract,  brochures,  etc. 
and  malpractice  legislation  during  the  upcoming  session. 
Following  discussion  Dr.  Harris  moved  that  the  Council 
authorize  the  hiring  of  an  additional  clerical  person  in  the 
executive  office.  The  motion  was  seconded  by  Dr.  Odland 
and  carried.  Dr.  Tracy  moved  that  the  Council  recommend 
to  the  House  of  Delegates  a $25  annual  dues  increase  to 
become  effective  for  the  year  1977-78.  The  motion  was 
seconded  by  Dr.  Leigh  and  carried. 

A discussion  was  held  concerning  the  1975  Relative 
Value  Study  recently  developed  and  distributed  to  physicians 
in  South  Dakota.  Dr.  Odland  moved  that  the  Association 
adopt  for  use  by  the  physicians  the  five  digit  nomenclature. 
The  motion  was  seconded  by  Dr.  Elston  and  carried. 

Dr.  Odland  reported  on  the  meeting  of  the  Malpractice 
Committee  which  was  held  just  prior  to  the  Council  meet- 
ing. He  stated  that  the  Committee  is  continuing  to  study 
possible  legislative  remedies;  those  being  collateral  source 
bill,  periodic  payments  bill,  possibly  lowering  the  statute  of 
limitations,  clarification  on  the  limitation  of  awards  bill  as 
to  its  constitutionality.  He  stated  the  committee  is  working 
on  the  development  of  an  arbitration  contract  which  can  be 
utilized  by  physicians  and  indicated  that  his  committee  is 
working  with  the  Hospital  Association’s  committee  to  see  if 
it  will  be  feasible  to  draw  a contract  which  can  be  utilized 
by  both  physicians  and  hospitals.  He  also  briefly  reported 
on  liability  insurance  premiums,  and  stated  that  his  com- 
mittee is  considering  a follow  up  survey  to  South  Dakota 
physicians  for  a comparison  with  the  survey  done  last  year. 
The  Council  recognized  and  complimented  the  work  of  the 
Malpractice  Committee  and  particularly  the  chairman.  Dr. 
Odland.  Dr.  Muggly,  as  chairman  of  the  Grievance  Com- 
mittee, urged  physicians  to  communicate  better  with  their 
patients  in  an  effort  to  avoid  grievances  and  malpractice 
suits.  Dr.  Begley  moved  that  the  Council  accept  the  report 
of  the  Malpractice  Committee.  The  motion  was  seconded 
by  Dr.  Hamm  and  carried. 

Dr.  Leigh  moved  that  the  following  physicians  be  named 
honorary  life  members  of  the  South  Dakota  State  Medical 
Association:  Joseph  Lovering,  M.D.,  E.  T.  Plowman,  M.D., 
R.  F.  Hubner,  M.D.,  E.  A.  Rudolph,  M.D.,  J.  L.  Calene, 
M.D.,  D.  A.  Gregory,  M.D.  and  W.  H.  Saxton,  M.D.  The 
motion  was  seconded  by  Dr.  Aspaas  and  carried. 

Mr.  Johnson  reported  that  the  Association  legal  counsel 
had  not  reported  as  of  this  date  on  the  testing  of  the  con- 
stitutionality of  the  limitation  of  awards  bill  nor  has  a report 
on  the  legal  aspects  of  providing  pathology  services  to 
chiropractors  been  received.  Hopefully  this  information  will 
be  available  for  the  Council’s  review  at  the  next  Council 
meeting. 

The  Council  reviewed  a letter  received  from  the  Seventh 
District  Auxiliary  president  requesting  that  the  names  of  the 
District  Medical  Societies  be  changed  to  District  Medical 
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Associations.  Dr.  Leigh  moved  that  this  matter  be  referred 
to  the  Appropriate  Commission  for  review  and  recom- 
mendation. The  motion  was  seconded  by  Dr.  Lushbough 
and  carried. 

The  Council  reviewed  the  corporate  resolution  regarding 
bank  accounts  and  financial  accounts.  Dr.  Tracy  moved  that 
the  Council  accept  these  forms  as  submitted  and  the  ap- 
propriate officers  sign  the  forms  as  required  by  the  banks. 
The  motion  was  seconded  by  Dr.  Buchanan  and  carried. 

Dr.  Tracy  reported  on  the  meeting  which  he  attended  in 
Atlanta,  Georgia,  with  regard  to  the  swine  influenza  vac- 
cination program,  and  the  request  received  from  the  AMA 
that  the  State  Medical  Association  cooperate  in  the  adminis- 
tration of  this  program.  Dr.  Harris  moved  that  the  executive 
office  notify  the  AMA  that  the  South  Dakota  State  Medical 
Association  will  cooperate  in  an  immunization  program  for 
swine  influenza  as  it  evolves.  The  motion  was  seconded  by 
Dr.  Heinrichs  and  carried. 

Mr.  Johnson  encouraged  the  Council  members  to  make 
their  reservations  for  the  annual  meeting  as  soon  as  possible 
inasmuch  as  the  rooms  are  filling  and  it  will  be  difficult  to 
obtain  rooms  in  the  Hills  area  this  summer. 

Dr.  Odland  briefly  discussed  the  inconsistency  in  reim- 
bursement by  the  State  Welfare  Department  for  Title  19 
patients.  Mr.  Johnson  requested  that  documentation  of  such 
discrepancies  be  sent  to  him,  and  he  will  then  contact  the 
Welfare  Department  for  an  explanation  and  resolution  of 
this  problem. 

Dr.  Leigh  gave  the  Council  a brief  update  on  the  situation 
in  Huron  for  their  information. 

The  meeting  adjourned  at  4:00  p.m. 


CALL  FOR  ABSTRACTS 
FOR  1977  SDSMA  ANNUAL  MEETING 

The  Commission  on  Scientific  Medicine  of  the 
South  Dakota  State  Medical  Association  will 
accept  abstracts  for  consideration  for  scientific 
presentations  to  be  made  at  the  1977  Annual 
Meeting  of  the  SDSMA  to  be  held  June  3,  4,  5, 
1977,  in  Aberdeen,  South  Dakota. 

The  deadline  for  submitting  abstracts  is  Septem- 
ber 7,  1976.  Abstracts  should  be  typed,  double 
spaced  and  sent  to: 

Att:  Commission  on  Scientific  Medicine 
South  Dakota  State  Medical  Association 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 


FAMILY  PRACTITIONER 
WANTED 

Two  family  physicians  with  large  hos- 
pital practice  wish  third  associate  who 
is  board  eligible  to  join  busy  family 
practice.  Located  in  Waterloo,  Iowa,  a 
northeast  Iowa  community  of  75,000. 
All  records  dictated  on  the  Problem 
Orientated  Medical  Records  System. 

Contact:  Ronald  R.  Roth,  M.D. 
and 

Ronald  D.  Flory,  M.D. 

611  Black’s  Bldg. 

Waterloo,  IA  50703 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL  AS- 
SOCIATIONS WITH  WHOM  YOU  ARE  ASSOCI- 
ATED. REFERENCES  TO  QUALIFIED  INQUIRIES  ARE 
GLADLY  FURNISHED. 

39th  & MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  “Chuck"  Point,  Mgr.  Home  phone  336-3168 
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NALFON 

fenoprofen  calcium 

300-mg.  Pulvules 


cP 


□ ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


•Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


i 


i 

l| 

1 1 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


2-mg,  5-mg,  10-mg  scored  tablets 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice,- 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Future  Meetings 


September 

Thirty-Ninth  Annual  Radiology 
Course,  “Cardiovascular  Radiology 
and  Selected  Topics  in  Diagnostic 
Radiology,”  West  Bank  Auditor- 
ium, U of  Minn.,  Minneapolis,  MN, 
Sept.  13-17.  Fee — $250.  Category 
1 AMA  credits.  Info:  Off.  of  Con. 
Med.  Ed.,  U of  Minn.  Med.  School, 
Box  293,  Mayo  Memorial  Bldg., 
Minneapolis,  MN  55455. 

Current  Trends  in  Clinical  Anesthe- 
sia, New  York  University,  New 
York,  NY,  Sept.  18-19.  13  hrs. 
Category  I credits.  Tuition:  $160. 
Contact:  James  Cottrell,  M.D., 

Dept,  of  Anesthesiology,  NYU 
School  of  Medicine,  550  1st  Ave., 
New  York,  NY  10016. 

American  Cancer  Society/National 
Cancer  Institute  Conference  on 
Cancer  Research  and  Clinical  In- 
vestigation, Regency  Hyatt  Atlanta 
Hotel,  Atlanta,  GA,  Sept.  20-22. 
Category  I AMA  and  elective  AAFP 
credits.  Contact:  Sidney  L.  Arje, 
MD,  Am.  Cancer  Soc.,  219  E.  42nd 
St.,  New  York,  NY  10017. 

Arthritis,  Mayo  Foundation  Outreach 
Seminar,  McKennan  Hosp.,  Sioux 
Falls,  SD,  Sept.  24-25.  Category  I 
AMA  credits.  Contact:  Med.  Ed. 
Office,  McKennan  Hosp.,  800  E. 
21st  St.,  Sioux'  Falls,  SD  57101. 
(605)  339-8117. 


South  Dakota  Society  of  Internal 
Medicine  and  Regional  Meeting  of 
American  College  of  Physicians, 

Benet  Lounge  and  Benet  Hall  Lec- 
ture Room,  USD  Med.  School, 
Yankton  Campus,  Yankton,  SD, 
Sept.  24-25.  Contact:  R.  F.  Thomp- 
son, M.D.,  Yankton,  Clinic,  Yank- 
ton, SD  57078,  (605)  665-7822. 

Socio-Economics  of  Medicine,  land- 
sea  visits  of  Greece  and  Yugo- 
slavia, Sept.  5-20:  Sept.  12-27;  Sept. 
19-Oct.  4;  Sept.  26-Oct.  11.  15  hrs. 
Category  II  AMA  credits.  Fee: 
$150.  Contact:  Seminars  & Sym- 
posia, Inc.,  505  Park  Ave.,  New 
York,  NY  10022. 

Workshops  in  Clinical  Hematology, 

cities  in  Eastern  Europe,  Sept.  5- 
19;  Sept.  19-Oct.  3;  Oct.  3-17;  Oct. 
17-31.  15  hrs.  Category  II  AMA 
credits.  Fee:  $150.  Contact:  Semi- 
nars & Symposia,  Inc.,  505  Park 
Ave.,  New  York,  NY  10022. 

October 

Family  Practice  Review  and  Update 
Symposium,  Radisson  Plymouth 
Inn,  Minneapolis,  MN,  Oct.  4-8. 
Fee:  $245.  36  prescribed  hrs.  AAFP 
& AMA  Category  1 credit.  Info: 
Off.  of  Con.  Med.  Ed.,  U of  Minn. 
Med.  School,  Box  293,  Mayo  Me- 
morial Bldg.,  Minneapolis,  MN 
55455. 

Neurosurgery  1976,  NYU  Post-grad- 
uate Med.  School,  Classroom  B, 


Alumni  Hall,  550  First  Ave.,  New 
York  City,  Oct.  6-9.  Fee:  $250.  24 
hrs.  Category  1 AMA  credits.  Info: 
Reg.  Dept.,  Post-graduate  Med. 
School,  550  First  Ave.,  NYC  10016. 

First  Annual  Convention,  American 
College  of  International  Physicians, 
Inc.,  Chicago,  IL,  Oct.  16-17.  Con- 
tact: College  Offices,  Suite  12, 
3030  Lake  Ave.,  Fort  Wayne,  IN 
46805. 

General  Diagnostic  Radiology,  Bilt- 
more  Hotel,  Madison  Ave.  & 43rd 
St.,  New  York  City,  Oct.  18-22. 
Fee:  $275.  30  hrs.  Category  1 AMA 
credits.  Info:  NYU  Post-graduate 
Med.  School,  550  First  Ave.,  NYC 
10016. 

Modern  Concepts  of  Malignant  Lym- 
phoma Management,  Mayo  Founda- 
tion Outreach  Seminar,  McKennan 
Hosp.,  Sioux  Falls,  SD,  Oct.  22-23. 
Category  I AMA  credits.  Contact: 
Med.  Ed.  Office,  McKennan  Hosp., 
800  E.  21st  St.,  Sioux  Falls,  SD 
57101.  (605)  339-8117. 

“Clinical  Implications  and  Projections 
in  Cardiopulmonary  Medicine  and 
Surgery”,  42nd  Annual  Scientific 
Assembly,  American  College  of 
Chest  Physicians,  Atlanta  Hilton 
Hotel,  Atlanta,  GA,  Oct.  24-28. 
Fee:  ACCP  members — none;  oth- 
ers— $75.  Ex.  Dir:  Alfred  Soffer, 
M.D.,  Am.  College  of  Chest  Phy., 
911  Busse  Highway,  Park  Ridge, 
IL  60068. 
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Transactions  Of  The 
South  Dakota  State  Medical  Association 
Ninety-Fifth  Annual  Meeting 
June  11,  12,  13,  1976 


1976-1977  OFFICERS 
President 

Fred  Leigh,  M.D Huron 

President-Elect 

James  Ryan,  M.D Mobridge 

Vice-President 

Russell  Harris,  M.D Rapid  City 

Secretary-Treasurer  (1978) 

Joseph  Hamm,  M.D Rapid  City 

AMA  Delegate  (1978) 

W.  R.  Taylor,  M.D Aberdeen 

AMA  Alternate  Delegate  (1978) 

G.  E.  Tracy,  M.D Watertown 

Chairman  of  the  Council 

C.  L.  Swanson,  M.D Pierre 

Speaker  of  the  House 

Winston  Odland,  M.D Aberdeen 

Councilor  at  Large 

G.  E.  Tracy,  M.D Watertown 


COUNCILORS 
First  District  (Aberdeen) 

(1977) 

Second  District  (Watertown) 

G.  Robert  Bartron,  M.D.  (1977) Watertown 

Third  District  (Brookings-Madison) 

Bruce  Lushbough,  M.D.  (1978) Brookings 

Fourth  District  (Pierre) 

C.  L.  Swanson,  M.D.  (1977) Pierre 

Fifth  District  (Huron) 

David  Buchanan,  M.D.  (1978) Huron 

Sixth  District  (Mitchell) 

Harvard  Lewis,  M.D.  (1978) Mitchell 

Seventh  District  (Sioux  Falls) 

B.  J.  Begley,  M.D.  (1978) Sioux  Falls 

Durward  Lang,  M.D.  (1979) Sioux  Falls 

P.  K.  Aspaas,  M.D.  (1977) Dell  Rapids 

Eighth  District  (Yankton) 

Duane  Reaney,  M.D.  (1977) Yankton 

Ninth  District  (Rapid  City) 

(1978) 

(1979) 

A.  J.  Barrett,  M.D.  (1977) Rapid  City 

Tenth  District  (Rosebud) 

(1979) 

Eleventh  District  (Northwest) 

R.  R.  Lawrence,  M.D.  (1979) Mobridge 


Twelfth  District  (Whetstone  Valley) 


Eldon  Bell,  M.D.  (1979)  Webster 

ALTERNATE  COUNCILORS 
First  District  (Aberdeen) 

G.  H.  Steele,  M.D.  (1977) Aberdeen 

Second  District  (Watertown) 

E.  H.  Heinrichs,  M.D.  (1977) Watertown 

Third  District  (Brookings-Madison) 

R.  G.  Belatti,  M.D.  (1978) Madison 

Fourth  District  (Pierre) 

R.  C.  Jahraus,  M.D.  (1977) Pierre 

Fifth  District  (Huron) 

G.  R.  Bell,  M.D.  (1978) DeSmet 

Sixth  District  (Mitchell) 

R.  G.  Gere,  M.D.  (1978) Mitchell 

Seventh  District  (Sioux  Falls) 

D.  L.  Ensberg,  M.D.  (1978) Sioux  Falls 

W.  O.  Rossing,  M.D.  (1979)  Sioux  Falls 

Stanley  Devick,  M.D.  (1977) Colton 

Eighth  District  (Yankton) 

Clark  Johnson  (1977)  Yankton 

Ninth  District  (Rapid  City) 

Thomas  Mead,  M.D.  (1978)  Spearfish 

Wm.  E.  Jones,  M.D.  (1977) Sturgis 

N.  R.  Whitney,  M.D.  (1979) Rapid  City 

Tenth  District  (Rosebud) 

(1979) 

Eleventh  District  (Northwest) 

L.  M.  Linde,  M.D.  (1979) Mobridge 

Twelfth  District  (Whetstone  Valley) 

Joseph  Kass,  M.D.  (1979)  Rosholt 


1976-1977  COMMISSIONS 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 

R.  G.  Gere,  M.D.,  Chairman  (1979)  Mitchell 
Bernie  Hanson,  M.D.  (1977)  Watertown 
R.  H.  Hayes,  M.D.,  (1977)  Wall 
Bill  Church,  M.D.  (1977)  Sioux  Falls 
L.  W.  Karlen,  M.D.  (1977)  De  Smet 
Patrick  McGreevy,  M.D.  (1977)  Sioux  Falls 
A.  A.  Lampert,  M.D.  (1979)  Rapid  City 
R.  B.  Henry,  M.D.  (1979)  Rrookmgs 
Barbara  Spears,  M.D.  (1979)  Pierre 
J.  B.  Gregg,  M.D.  (1979)  Sioux  Falls 

V.  Janavs,  M.D.  (1978)  Mdbank 

W.  R.  Taylor,  M.D.  (1978)  Aberdeen 
R.  J.  Foley,  M.D.  (1978)  Tyndall 

R.  W.  Honke,  M.D.,  (1978)  Wagner 
Myron  Jerde,  M.D.  (1978)  Rapid  City 
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COMMISSION  ON  INTERNAL  AFFAIRS, 

COMMUNICATIONS  AND  LIAISON 

J.  F.  Barlow,  M.D.,  Chairman  (1979)  Sioux  Falls 

C.  R.  Stoltz,  M.D.  (1977)  Watertown 
W.  O.  Hanson,  M.D.  (1977)  Huron 
Loren  Amundson,  M.D.  (1977)  Sioux  Falls 
H.  J.  Stensrud,  M.D.  (1977)  Madison 

R.  E.  Van  Demark,  M.D.  (1977)  Sioux  Falls 
David  Boyer,  M.D.  (1979)  Rapid  City 
T.  A.  Hohm,  M.D.  (1979)  Huron 
Harold  Fletcher,  M.D.  (1979)  Vermillion 
Jay  Hubner.  M.D.  (1979)  Yankton 

D.  N.  Fedt,  M.D.  (1978)  Watertown 
C.  B.  Gwinn,  M.D.  (1978)  Rapid  City 
Charles  Loos,  M.D.  (1978)  Rapid  City 
R.  E.  Shaskey,  M.D.  (1978)  Brookings 
Lawrence  Finney,  M.D.  (1978)  Sioux  Falls 

COMMISSION  ON  MEDICAL  SERVICE 

B.  C.  Gerber,  M.D.,  Chairman  (1979)  Aberdeen 
David  Holzwarth,  M.D.  (1977)  Yankton 

J.  A.  Rud,  M.D.  (1977)  Watertown 
Roscoe  Dean,  M.D.  (1977)  Wessington  Springs 
Donald  Weatherill,  M.D.  (1977)  Mitchell 
Anthony  Javurek,  M.D.  (1977)  Deadwood 
Curtis  Wait,  M.D.  (1979)  Brookings 
Anton  Petres,  M.D.  (1979)  Salem 

C.  D.  Monson,  M.D.  (1979)  Parkston 
John  Hoskins,  M.D.  (1979)  Sioux  Falls 
W.  B.  Odland,  M.D.  (1978)  Aberdeen 
Warren  Jones,  M.D.  (1978)  Sioux  Falls 
Guy  Tam,  M.D.  (1978)  Sioux  Falls 
Howard  Saylor,  M.D.  (1978)  Huron 
Bruce  Allen,  M.D.  (1978)  Rapid  City 

COMMISSION  ON  SCIENTIFIC  MEDICINE 

J.  C.  Larson,  M.D.  Chairman  (1979)  Watertown 
Juan  Chavier,  M.D.  (1977)  Aberdeen 
T.  A.  Angelos,  M.D.  (1977)  Canton 
R.  R.  Thornton,  M.D.  (1977)  Yankton 
Robert  Ferrell,  M.D.  (1977)  Rapid  City 

E.  A.  Schabauer,  M.D.  (1977)  Mitchell 
Larry  Sittner,  M.D.  (1979)  Sioux  Falls 

A.  J.  Janusz,  M.D.  (1979)  Aberdeen 

B.  T.  Otey,  M.D.  (1979)  Flandreau 
Gene  Koob,  M.D.  (1979)  Sioux  Falls 

C.  E.  Tesar,  M.D.  (1978)  Rapid  City 
G.  Robert  Bell,  M.D.  (1978)  De  Smet 
R.  J.  Zakahi,  M.D.  (1978)  Pierre 
Joseph  Kass,  M.D.  (1978)  Rosholt 

R.  B.  Leander,  M.D.  (1978)  Sioux  Falls 

GRIEVANCE  COMMISSION 

G.  R.  Bartron,  M.D.  (1977)  Watertown 

W.  R.  Taylor,  M.D.  (1978)  Aberdeen 

T.  H.  Saltier,  M.D.  (1979)  Yankton 

R.  E.  Van  Demark,  M.D.  (1980)  Sioux  Falls 

G.  E.  Tracy,  M.D.  (1981)  Watertown 

UTILIZATION  AND  INSURANCE  REVIEW 
COMMITTEE 

H.  Russell  Brown,  M.D.,  Chairman,  Watertown 
H.  Phil  Gross,  M.D.,  Sioux  Falls 

E.  S.  Palmerton,  M.D.,  Rapid  City 
W.  O.  Rossing,  M.D.,  Sioux  Falls 
Paul  Tschetter,  M.D.,  Huron 
E.  F.  Kalda,  M.D.,  Platte 
H.  H.  Theissen,  M.D.,  Rapid  City 
Michael  Rost,  M.D.,  Sioux  Falls 

GRIEVANCE  COMMISSION 

G.  R.  Bartron,  M.D.  (1977)  Watertown 

W.  R.  Taylor,  M.D.  (1978)  Aberdeen 

T.  H.  Saltier,  M.D.  (1979)  Yankton 

R.  E.  Van  Demark,  M.D.  (1980)  Sioux  Falls 

G.  E.  Tracy,  M.D.  (1981)  Watertown 


CREDENTIALS  COMMISSION 
AND  EXECUTIVE  COMMISSION 

Fred  Leigh,  M.D.,  Huron 
James  Ryan,  M.D.,  Mobridge 
Russell  Harris,  M.D.,  Rapid  City 
Joseph  Hamm,  M.D.,  Rapid  City 
Winston  Odland,  M.D.,  Aberdeen 
G.  E.  Tracy,  M.D.,  Watertown 
C.  L.  Swanson,  M.D.,  Pierre 

PROFESSIONAL  LIABILITY  COMMISSION 

Michael  Rost,  M.D.  (1977)  Sioux  Falls 
Winston  Odland,  M.D.  (1977)  Aberdeen 
Stephen  Haas,  M.D.  (1977)  Rapid  City 
James  C.  Larson,  M.D.  (1978)  Watertown 
J.  A.  Muggly,  M.D.  (1978)  Madison 
Morris  Radack,  M.D.  (1978)  Yankton 
G.  E.  Tracy,  M.D.  (1979)  Watertown 
R.  G.  Gere,  M.D.  (1979)  Mitchell 
A.  A.  Lampert,  Jr.,  M.D.  (1979)  Madison 


REPORT  OF  THE  BUDGET  AND  AUDIT  COMMITTEE 

3:30  P.M.  Howard  Johnson  Motor  Lodge 

June  12,  1976  Rapid  City,  SD 

The  meeting  was  called  to  order  at  3:30  p.m.  by  chair- 
man, John  F.  Barlow,  M.D.  Present  were  Drs.  Barlow, 
G.  E.  Tracy,  Fred  Leigh,  James  Ryan,  C.  L.  Swanson, 
J.  B.  Gregg,  and  A.  P.  Reding. 

The  committee  reviewed  the  CPA  Audit  as  prepared  by 
the  firm,  Broeker  Hendrickson  & Co.,  Sioux  Falls,  S.D. 
Mr.  Johnson  discussed  each  page  of  the  audit  and  an- 
swered questions  concerning  the  various  classifications  of 
expenses.  Dr.  Tracy  moved  that  the  Budget  and  Audit 
Committee  accept  the  CPA  audit  as  presented.  The  motion 
was  seconded  and  carried. 

The  committee  reviewed  the  year-end  report  of  the 
Association  accounts  reflecting  the  expenditures  from  May 
1,  1975,  to  April  30,  1976.  Dr.  Ryan  moved  to  accept  the 
report  as  presented.  The  motion  was  seconded  and  carried. 

The  meeting  adjourned  at  4:15  p.m. 


FIRST  COUNCIL  MEETING  MINUTES 

7:30  P.M.  Howard  Johnson  Motor  Lodge 

Thursday,  June  10,  1976  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  by  Dr.  C.  L.  Swanson, 
Chairman.  Those  present  for  roll  call  were  Doctors  G.  E. 
Tracy,  Fred  Leigh,  James  Ryan,  A.  P.  Reding,  J.  T.  Els- 
ton, C.  L.  Swanson,  J.  B.  Gregg,  R.  E.  Van  Demark, 
Winston  Odland,  G.  Robert  Bartron,  David  Buchanan, 
Harvard  Lewis,  B.  J.  Begley,  Warren  Jones,  P.  K.  Aspaas, 
Duane  Reaney,  R.  H.  Harris,  J.  N.  Hamm,  A.  J.  Barrett, 
R.  G.  Nemer,  R.  R.  Lawrence,  Eldon  Bell,  and  student 
Councilor,  Larry  Weitzenkamp.  Also  in  attendance  were 
Commission  Chairmen  J.  F.  Barlow,  M.D.,  B.  C.  Gerber, 
M.D.  and  J.  C.  Larson,  M.D. 

Dr.  Leigh  moved  to  accept  the  minutes  of  the  pre- 
vious meeting  as  published.  The  motion  was  seconded  by 
Dr.  Bartron  and  carried. 

Dr.  Muggly  reported  on  recent  activities  of  the  Founda- 
tion for  Medical  Care  for  the  Councilors’  information.  He 
stated  that  the  contract  has  been  signed  and  accepted  by 
the  Department  of  Health,  Education  and  Welfare,  and  the 
Foundation,  and  the  Foundation  has  been  funded  for 
$490,000.  It  is  planned  that  the  lower  level  of  the  executive 
office  be  completed  by  late  summer  to  house  Foundation 
personnel  and  offices.  Dr.  Buchanan  moved  that  the  Coun- 
cil accept  the  report  of  the  Foundation  for  Medical  Care. 
The  motion  was  seconded  by  Dr.  Elston  and  carried. 

Mr.  Johnson  reported  on  the  letter  received  from  Dave 
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Gerdes,  Association  legal  counsel,  concerning  the  consti- 
tutionality of  a limitation  of  awards  bill.  He  stated  that  in 
several  states  which  passed  such  legislation,  it  has  been 
declared  unconstitutional  by  the  courts.  He  also  estimated 
that  it  would  cost  approximately  $5,000  to  test  this  in  the 
South  Dakota  court  system.  Dr.  Reaney  moved  that  the 
State  Medical  Association  not  test  the  constitutionality  of 
this  law  in  the  courts  in  South  Dakota.  The  motion  was 
seconded  by  Dr.  Bell  and  carried.  Vote:  21  for;  1 against, 
Dr.  Bartron. 

Mr.  Johnson  reviewed  the  letter  received  from  Dave 
Gerdes,  Association  legal  counsel,  concerning  pathology 
laboratory  services  provided  to  chiropractors.  He  indicated 
that  in  his  opinion  if  a pathology  laboratory  refuses  to 
provide  services  for  chiropractors  that  laboratory  may  be 
found  in  violation  of  the  Sherman  Antitrust  Act.  Follow- 
ing discussion,  Dr.  Bell  moved  that  this  matter  be  re- 
ferred to  the  Commission  on  Legislation  and  Governmental 
Relations  for  study  with  regard  to  chiropractors  being  in- 
cluded under  the  Medical  Practice  Act.  The  motion  was 
seconded  by  Dr.  Elston  and  carried. 

Dr.  Tracy  briefly  reported  on  the  meeting  of  the  Execu- 
tive Committee  and  the  Vermillion  community  representa- 
tives with  regard  to  recruiting  physicians  for  the  com- 
munity of  Vermillion.  Dr.  Wegner  outlined  the  proposal 
which  he  introduced  to  those  present  at  this  meeting  which 
would  provide  medical  services  to  the  community  by  using 
Medical  School  faculty  and  which  would  also  allow  medical 
students  to  receive  training  in  ambulatory  care.  In  discus- 
sion it  appeared  that  two  problems  existed;  one  the  im- 
mediate problem  of  providing  medical  services  for  the 
students  enrolled  in  the  University  this  fall,  and  the  other, 
the  problem  of  attracting  physicians  to  practice  in  the 
community.  Dr.  Buchanan  moved  that  the  Medical  As- 
sociation approve  the  establishment  of  the  USD  program 
concerning  the  Vermillion  Health  Foundation  as  outlined 
by  Dr.  Wegner.  The  motion  was  seconded  by  Dr.  Ryan. 
Vote:  for — 6;  opposed — 11.  Motion  failed. 

Dr.  Brown,  Chairman  of  the  State  Utilization  and  In- 
surance Review  Committee,  reviewed  the  recommendation 
from  that  Committee  concerning  the  separate  listing  for 
supplies  and  materials  provided  by  the  physicians  eg., 
sterile  trays/drugs  over  and  above  those  usually  included 
with  the  office  visit  or  other  services  rendered.  Dr.  Harris 
moved  that  the  Council  accept  the  recommendation  of  the 
State  Utilization  and  Insurance  Review  Committee  con- 
cerning the  separate  listing  of  supplies  and  materials  over 
and  above  the  usual.  The  motion  was  seconded  by  Dr. 
Hamm  and  carried. 

The  Council  reviewed  the  letter  and  resolution  received 
from  the  Georgia  Medical  Association  concerning  an  AMA 
membership  poll  on  National  Health  Insurance.  Dr.  Begley 
moved  that  this  matter  be  referred  to  the  House  of  Dele- 
gates for  consideration  by  the  appropriate  reference  com- 
mittee. The  motion  was  seconded  by  Dr.  Bell  and  carried. 

The  Council  discussed  the  Talmadge  Bill  which  has  been 
proposed  to  Congress  and  the  resolution  from  the  Ne- 
braska Medical  Association  concerning  this  legislation.  Dr. 
Reaney  moved  that  this  matter  be  referred  to  the  House  of 
Delegates  for  consideration  by  the  appropriate  reference 
committee.  The  motion  was  seconded  by  Dr.  Lawrence  and 
carried. 

The  Council  reviewed  the  applications  received  for  the 
1976  Physicians  Recognition  Award.  Dr.  Tracy  moved  that 
these  awards  be  presented  at  the  annual  awards  banquet 
this  year.  The  motion  was  seconded  by  Dr.  Leigh  and 
carried. 

Mr.  Johnson  briefly  reviewed  the  proposal  from  Ameri- 
can Health  Systems  with  regard  to  a five  state  alliance  to 
study  the  feasibility  of  establishing  a physician  owned 
mutual  insurance  company.  Dr.  Elston  moved  that  the 
Association  take  no  action  on  this  proposal.  The  motion 
was  seconded  by  Dr.  Leigh  and  carried. 


Mr.  Jack  Mobley  briefly  discussed  plans  for  the  fourth 
year  medical  school  students.  He  briefly  reviewed  the 
program  for  third  year  students  and  stated  that  although 
some  problems  developed,  generally  he  felt  the  third  year 
program  was  well  planned  and  workable  for  our  state. 

The  Council  discussed  the  Coordinating  Committee  for 
the  Health  Department  whose  present  members  are  G.  E. 
Tracy,  M.D.,  R.  H.  Quinn,  M.D.,  R.  S.  Westaby,  M.D. 
and  Russell  Harris,  M.D.  Dr.  Tracy  moved  that  the  Council 
appoint  this  Coordinating  Committee  to  act  in  that  ca- 
pacity for  the  Medical  School  as  well  as  the  Health  De- 
partment. The  motion  was  seconded  by  Dr.  Reaney  and 
carried. 

Mr.  Johnson  briefly  reviewed  a Request  for  Proposal 
for  a cost  containment  program  which  was  submitted  to  the 
Association.  Following  discussion  Dr.  Leigh  moved  that 
this  matter  be  referred  to  the  Executive  Committee  for 
further  study.  The  motion  was  seconded  by  Dr.  Tracy  and 
carried. 

Dr.  Reding  reported  on  the  Interprofessional  Health 
Council  meeting  recently  held.  This  Council  consists  of 
representatives  from  the  Board  of  Medical  and  Osteopathic 
Examiners,  the  Basic  Science  Examiners,  the  State  Medical 
Association,  the  State  Osteopathic  Association  and  the 
State  Chiropractic  Association.  Dr.  Bell  moved  that  the 
State  Medical  Association  not  participate  in  the  Interpro- 
fessional Health  Council.  The  motion  was  seconded  by 
Dr.  Odland  and  carried. 

Mr.  Johnson  discussed  the  request  from  the  Pharma- 
ceutical Association  with  regard  to  meeting  with  repre- 
sentatives from  the  Medical  Association  and  drafting  legis- 
lation with  regard  to  a generic  substitution  bill  which 
would  be  acceptable  to  both  Associations. 

Mr.  Johnson  reported  on  the  meeting  between  the  Medical 
Association  and  Hospital  Association  with  regard  to  an 
arbitration  pamphlet  and  agreement  for  patients.  Dr.  Od- 
land moved  that  the  Medical  Association  approve  the  use 
of  the  arbitration  pamphlet.  The  motion  was  seconded  by 
Dr.  Reding.  Dr.  Gregg  moved  to  table  this  matter.  The 
motion  was  seconded  by  Dr.  Bell  and  carried.  Dr.  Gregg 
moved  to  take  this  motion  off  the  table.  The  motion  was 
seconded  by  Dr.  Begley  and  carried.  Dr.  Gregg  moved  that 
each  Councilor  receive  a copy  of  this  arbitration  pamphlet 
for  review  and  discussion  at  the  next  Council  meeting.  The 
motion  was  seconded  by  Dr.  Bell  and  carried. 

Dr.  Tracy  discussed  a request  for  proposal  to  train 
paramedics  to  operate  ambulances  inasmuch  as  the  Health 
Department  will  no  longer  be  providing  trainers  through 
their  program.  Following  a brief  discussion  Dr.  Tracy 
moved  that  the  Medical  Association  establish  criteria  for 
training  of  paramedics  to  operate  ambulances.  The  motion 
was  seconded  by  Dr.  Gerber  and  carried. 

The  Council  discussed  plans  for  carrying  out  the  swine 
flu  vaccination  program  in  South  Dakota.  Following  dis- 
cussion Dr.  Elston  moved  that  the  Council  introduce  a 
resolution  to  the  House  of  Delegates  for  consideration  by 
the  appropriate  reference  committee  with  regard  to  physi- 
cians providing  these  vaccinations  to  patients  in  their  of- 
fices. The  motion  was  seconded  by  Dr.  Barrett  and  carried. 

Dr.  Nemer  discussed  the  problem  concerning  the  Rosebud 
District,  the  selection  of  councilor,  delegate  and  alternate 
delegate,  and  requested  direction  from  the  Council  on  how 
to  resolve  this  problem.  Following  a lengthy  discussion  Dr. 
Tracy  moved  to  table  this  matter.  The  motion  was  sec- 
onded by  Dr.  Harris  and  carried. 

The  meeting  adjourned  at  10:30  p.m. 

SECOND  COUNCIL  MEETING  MINUTES 

12:45  P.M.  Howard  Johnson  Motor  Lodge 

Sunday,  June  13,  1976  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  by  C.  L.  Swanson,  M.D., 
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Chairman  of  the  Council.  Those  present  for  roll  call  were 
Doctors  Fred  Leigh,  James  Ryan,  Russell  Harris,  A.  P. 
Reding,  J.  T.  Elston,  C.  L.  Swanson,  Winston  Odland, 
G.  E.  Tracy,  R.  A.  Buchanan,  Harvard  Lewis,  B.  J.  Begley, 
Durward  Lang,  P.  K.  Aspaas,  Duane  Reaney,  J.  Hamm, 

A.  J.  Barrett,  Eldon  Bell,  and  student  councilor,  Larry 
Weitzenkamp,  and  commission  chairman,  B.  C.  Gerber, 
M.D. 

Dr.  Elston  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  will  be 
distributed  to  the  members. 

Dr.  Swanson  introduced  the  newly  elected  officers  and 
councilors. 

Nominations  were  in  order  for  chairman  of  the  council. 
Dr.  Begley  nominated  Dr.  Swanson.  The  nomination  was 
seconded  by  Dr.  Hamm.  Dr.  Ryan  nominated  Dr.  Reaney. 
The  nomination  was  seconded  by  Dr.  Aspaas.  A secret  bal- 
lot was  cast  and  Dr.  Swanson  was  elected  chairman  of  the 
Council. 

Nominations  were  in  order  for  Secretary-Treasurer.  Dr. 
Reding  addressed  the  Council,  thanked  all  the  members  for 
their  assistance  during  his  years  as  secretary-treasurer  and 
requested  that  he  not  be  nominated  for  this  office.  The 
Council  commended  Dr.  Reding  for  his  many  years  of 
service  to  the  Association.  Dr.  Begley  nominated  Dr.  Hamm 
for  secretary-treasurer.  The  nomination  was  seconded  by 
Dr.  Barrett.  Dr.  Leigh  nominated  Dr.  Lushbough.  The 
nomination  was  seconded  by  Dr.  Buchanan.  A secret  ballot 
was  cast  and  Dr.  Hamm  was  elected  secretary-treasurer. 

The  Councilors  reviewed  the  proposed  arbitration  bro- 
chure to  be  sponsored  by  the  Bar  Association,  the  Hospital 
Association  and  the  Medical  Association.  Dr.  Tracy  moved 
that  the  Association  adopt  the  brochure  as  proposed.  The 
motion  was  seconded  by  Dr.  Elston  and  carried. 

The  Councilors  reviewed  the  proposed  schedule  for 
Council  meetings  during  1976-77  for  their  information. 


Tracy,  prior  to  the  meeting.  They  had  been  notified  of  their 
appointment  by  mail.  The  members  of  the  Nominating 
Committee  are: 


District  1 
District  2 
District  3 
District  4 
District  5 
District  6 
District  7 
District  8 
District  9 
District  10 
District  11 
District  12 


A.  J.  Janusz,  M.D. 

James  Larson,  M.D. 

Robert  Shaskey,  M.D. 

M.  R.  Cosand,  M.D. 

David  Buchanan,  M.D. 

Charles  Monson,  M.D. 

Denny  Ortmeier,  M.D.,  Chairman 
Gordon  Held,  M.D. 

R.  H.  Harris,  M.D. 

R.  G.  Nemer,  M.D. 

R.  R.  Lawrence,  M.D. 

Eldon  Bell,  M.D. 


The  Speaker  of  the  House,  Dr.  Gregg  then  announced 
the  appointments  to  the  remaining  reference  committees  as 
follows: 


Reference  Committee  on  Credentials,  Resolutions  and  Me- 
morials and  Reports  of  Officers 

Anthony  Javurek,  M.D.,  Chairman 
William  J.  Mattson,  M.D. 

Charles  Monson,  M.D. 

Reference  Committee  on  Reports  of  Commissions  on  Med- 
ical Service,  Legislation  and  Governmental  Relations 
R.  J.  Foley,  M.D.,  Chairman 
Roscoe  Dean,  M.D. 

B.  C.  Gerber,  M.D. 


Reference  Committee  on  Reports  of  Commissions  on  Sci- 
entific Medicine,  Internal  Affairs,  Communications  and 
Liaison 

M.  R.  Cosand,  M.D.,  Chairman 
R.  E.  Shaskey,  M.D. 

James  Collins,  M.D. 


PROPOSED  SDSMA  MEETING  SCHEDULE  FOR 
1976-1977 

Saturday,  October  2,  1976 — Council  Meeting 
Saturday,  January  22,  1977 — Council  Meeting 
Saturday,  April  23,  1977 — Council  Meeting 
The  meeting  adjourned  at  1:15  p.m. 

MINUTES  OF  THE  FIRST  HOUSE  OF  DELEGATES 
MEETING 

9:00  A.M.  Howard  Johnson  Motor  Lodge 

June  11,  1976  Rapid  City,  S.D, 

The  meeting  was  called  to  order  by  J.  B.  Gregg,  M.D., 
Speaker  of  the  House.  Present  for  roll  call  were  the  follow- 
ing members  of  the  House  of  Delegates:  G.  E.  Tracy, 
Fred  Leigh,  A.  P.  Reding,  J.  B.  Gregg,  John  T.  Elston, 
R.  E.  Van  Demark,  Winston  Odland,  G.  R.  Bartron,  David 
Buchanan,  Harvard  Lewis,  B.  J.  Begley,  Warren  Jones, 
Paul  Aspaas,  Duane  Reaney,  Russell  Harris,  A.  J.  Barrett, 
Joseph  Hamm,  Raymond  Nemer,  Eldon  Bell,  J.  A.  Muggly, 
James  Hovland,  A.  J.  Janusz,  B.  C.  Gerber,  James  Larson, 
T.  J.  Wrage,  Robert  Shaskey,  Werner  Klar,  Marion  Cosand, 
Roscoe  Dean,  Emil  Hofer,  J.  O.  Mabee,  Charles  Monson, 
Lowell  Hyland,  Richard  Gunnarson,  Guy  Tam,  W.  A. 
Boade,  Denny  Ortmeier,  T.  A.  Angelos,  Earl  Kemp,  Dennis 
Johnson,  R.  J.  Foley,  Edwin  Moore,  Richard  Thornton, 
A.  J.  Javurek,  W.  O.  Haugan,  W.  J.  Mattson,  C.  B.  Gwinn, 
R.  P.  Millea,  R.  D.  Bloemendaal,  Robert  Stiehl,  James 
Collins,  and  E.  A.  Johnson. 

Dr.  Larson  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  have 
been  published  in  the  SOUTH  DAKOTA  JOURNAL  OF 
MEDICINE.  The  motion  was  seconded  and  carried. 

Dr.  Gregg  announced  the  members  of  the  Nominating 
Committee  which  had  been  appointed  by  the  president,  Dr. 


Reference  Committee  on  Reports  of  Special  Committees 
and  Miscellaneous  Business 

R.  E.  Gunnarson,  M.D.,  Chairman 

C.  B.  Gwinn,  M.D. 

James  Larson,  M.D. 

Dr.  Hofer  moved  that  the  reading  of  the  reports  of  the 
officers  and  councilors  be  waived  and  that  the  reports  be 
referred  to  the  appropriate  reference  committee.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Gregg  called  for  resolutions  from  individual  dele- 
gates. Dr.  Begley  submitted  the  following  resolution: 

Be  it  resolved  by  the  House  of  Delegates  of  the  South 
Dakota  State  Medical  Association  at  the  annual  meeting  of 
this  Association,  1976. 

Each  District  Society  of  the  South  Dakota  State  Medical 
Association  shall  within  (60)  days  of  the  completion  of  this 
annual  meeting  provide  to  the  Executive  Secretary  of  the 
South  Dakota  State  Medical  Association  a copy  of  the  cur- 
rent Bylaws,  Rules  and  Regulations  of  the  District  Society. 
In  the  future  each  District  Society  shall  provide  the  Execu- 
tive Secretary  of  the  South  Dakota  State  Medical  Associa- 
tion a copy  of  any  and  all  changes,  amendments,  or  altera- 
tions to  the  Bylaws,  Rules  and  Regulations  of  the  District 
Society,  within  30  days  of  their  enactment. 

Dr.  Gregg  referred  this  resolution  to  Reference  Com- 
mittee #1  Credentials,  Resolutions  and  Reports  of  Of- 
ficers and  Councilors. 

Dr.  Leigh  read  resolutions  submitted  to  the  South  Dakota 
State  Medical  Association  by  the  Medical  Association  of 
Georgia  and  the  Nebraska  Medical  Association. 

RESOLUTION 

SUBJECT:  AM  A Membership  Opinion  Poll 

Regarding  National  Health  Insur- 
ance 
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INTRODUCED  BY:  DeKalb  Medical  Society  Delegation, 

Medical  Association  of  Georgia 
REFERRED  TO:  Reference  Committee  C 

WHEREAS,  the  American  Medical  Association  has  been 
given  a charge  by  its  House  of  Delegates  that  “the  member- 
ship be  polled  for  their  opinions  on  critical  issues  facing 
the  medical  profession,”*  and 

WHEREAS,  previous  polls  conducted  by  AMA  have  not 
asked  the  membership  whether  they  favor  National  Health 
Insurance  or  whether  they  feel  that  the  AMA  should 
sponsor  a National  Health  Insurance  Plan,  and 
WHEREAS,  neither  the  economy  nor  the  presently  avail- 
able health  manpower  can  withstand  the  advent  of  National 
Health  Insurance  resulting  in  rationing  of  health  care  and 
leading  to  unnecessary  suffering  and  financial  burden  for 
our  patients,  and, 

WHEREAS,  the  implementation  of  National  Health  In- 
surance is  the  most  important  issue  facing  organized  medi- 
cine today,  therefore  be  it 

RESOLVED,  that  the  Medical  Association  of  Georgia  take 
a firm  stand  against  National  Health  Insurance  in  any 
form,  and  be  it  further 

RESOLVED,  that  MAG  go  on  record  in  opposition  to 
AMA’s  sponsorship  of  a National  Health  Insurance  pro- 
posal, and  be  it  further 

RESOLVED,  that  MAG  introduce  a resolution  at  the 
June  1976  Annual  Meeting  of  the  American  Medical  As- 
sociation directing  the  AMA  to  immediately  conduct  a 
membership  opinion  survey  that  asks  the  following  two 
questions: 

1.  Are  you  in  favor  of  the  enactment  of  a National 
Health  Insurance  program  in  this  country? 

2.  Do  you  believe  the  American  Medical  Association 
should  sponsor  a National  Health  Insurance  proposal? 

and  be  it  further 

RESOLVED,  that  this  resolution  also  state  that  if  the  re- 
sults of  this  survey  reveal  that  the  physicians  of  this  country 
oppose  National  Health  Insurance  and  AMA’s  sponsorship 
of  an  NHI  plan,  the  American  Medical  Association  im- 
mediately withdraw  its  NHI  legislation  (HR  6222-Com- 
prehensive  Health  Care  Insurance  Act  of  1975),  and  be  it 
further 

RESOLVED,  that  each  state  medical  association  scheduled 
to  meet  prior  to  the  AMA  Annual  Meeting  be  urged  to 
take  a similar  position  on  National  Health  Insurance  and 
instruct  its  AMA  delegates  to  support  the  Georgia  resolu- 
tion. 

The  Reference  Committee  reviewed  the  resolution  sub- 
mitted to  the  House  of  Delegates  from  the  Medical  As- 
sociation of  Georgia.  The  Committee  recommends  ac- 
ceptance of  the  spirit  of  the  resolution  concerning  the  poll 
of  AMA  membership  in  regard  to  National  Health  In- 
surance. The  Committee  recommends  that  the  House  of 
Delegates  instruct  our  National  AMA  delegate  to  vote  in 
favor  of  this  portion  of  the  resolution  when  submitted  to 
the  AMA  annual  meeting  in  Dallas. 

INTRODUCED  BY:  Greater  Omaha  Medical  Society 

SUBJECT:  Physician  Reimbursement  Under 

Medicare-Medicaid 
REFERRED  TO:  The  Talmadge  Bill 

WHEREAS,  pending  legislation  before  Congress  is  in  viola- 
tion of  Section  1801  of  the  1965  Medicare  Act  which  forbad 
interference  in  the  practice  of  medicine;  therefore  be  it 
RESOLVED,  that  the  Nebraska  Medical  Association  is 
opposed  to  any  legislation  which  interferes  with  the  practice 


* Report  of  the  Committee  on  Membership  Opinion  Polls, 
AMA  Annual  Meeting,  June  1975. 


of  medicine,  including  interference  with: 

1.  The  right  to  determine  conditions  under  which  pro- 
fessional services  are  provided  by  physicians; 

2.  The  right  to  freely  contract  with  others,  including 
institutions; 

3.  The  right  to  be  self  employed;  and 

4.  The  right  to  employ  physician  “extenders”; 
and  be  it  further 

RESOLVED,  that  this  resolution  be  introduced  into  the 
House  of  Delegates  of  the  American  Medical  Association 
at  its  next  annual  meeting. 

Endorsed — See  Second  House  of  Delegates  minutes. 

Dr.  Gregg  referred  these  two  items  of  business  to  Reference 
Committee  #4,  Committee  on  Reports  of  Special  Com- 
mittees and  Miscellaneous  Business. 

Dr.  Elston  submitted  a resolution  to  the  House  of  Dele- 
gates from  the  Council  regarding  the  swine  flu  immuniza- 
tion program. 

RESOLUTION  OF  THE  COUNCIL  OF  SDSMA 
TO  THE  HOUSE  OF  DELEGATES 
WHEREAS,  the  nationwide  swine  influenza  immuniza- 
tion program  will  begin  in  late  summer  and  fall  of  this 
year  and 

WHEREAS,  the  American  Medical  Association  and  the 
Council  of  South  Dakota  State  Medical  Association  have  by 
resolution  stated  their  willingness  to  cooperate  in  this  ven- 
ture and 

WHEREAS,  in  addition  to  mass  public  immunization 
clinics  many  vaccinations  will  of  necessity  be  given  to 
private  patients  in  the  physicians  office  and 
WHEREAS,  the  vaccine  and  supplies  are  to  be  provided 
free  of  cost  under  the  federal  program  and  no  charge  can 
be  made  for  such  vaccine  and  supplies 
BE  IT  THEREFORE  RESOLVED  that  the  House  of  Dele- 
gates of  SDSMA  at  this  session  develop  recommendations  to 
physicians  regarding  whether  or  not,  or  under  what  circum- 
stances a charge  should  be  made  to  cover  the  cost  of  such 
vaccinations  in  the  private  office. 

The  Committee  reviewed  the  resolution  submitted  by  the 
Council  concerning  the  swine  influenza  immunization  pro- 
gram and  recommends  the  last  paragraph  of  the  resolution 
be  amended  as  follows: 

BE  IT  THEREFORE  RESOLVED  that  the  House  of  Dele- 
gates of  SDSMA  recommend  to  the  physicians  of  South  Da- 
kota that  any  charges  for  vaccine  administration  to  private 
patients  be  commensurate  with  reasonable  services  rendered. 
(Adopted  as  amended — See  Second  House  of  Delegates 
minutes.) 

Dr.  Gregg  referred  the  resolution  to  Reference  Committee 
#4,  the  Committee  on  Reports  of  Special  Committees  and 
Miscellaneous  Business. 

Dr.  Gregg  referred  the  reports  included  in  the  Hand- 
book to  the  appropriate  reference  committees. 

Dr.  Gregg  read  the  proposed  amendments  to  the  bylaws 
and  referred  them  to  an  appropriate  reference  committee. 

AMENDMENT  TO  THE  BYLAWS  OF  THE 
SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
submitted  by  the  Council 
ARTICLE  III — Membership 
Section  1.  Requirements 

This  Association  shall  consist  of  (a)  active  members, 
(b)  life  members,  and  (c)  associate  members,  all  of  whom 
shall  be  doctors  of  medicine  and/or  osteopathy  and  licensed 
in  the  state  of  South  Dakota  or  permitted  to  practice  herein 
under  the  provisions  of  the  Medical  Practice  Act;  ( ( (or  en- 
rolled in  an  approved  school  of  medicine  m the  State  of 
South  Dakota) ) ).  ( ( (Active  members  of  the  Association 
shall  be  required  to  complete  150  hours  of  defined  con- 
tinuing medical  education  credits  over  each  three  year 
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period  of  time  for  maintaining  membership;  such  specified 
hours  to  be  approved  by  a recognized  accrediting  body.  The 
Continuing  Medical  Education  Committee  of  the  South 
Dakota  State  Medical  Association  shall  have  the  privilege  of 
waiving  this  requirement  when  due  cause  can  be  shown  by 
the  member.  Accumulation  of  such  credit  hours  shall  begin 
January  1,  1978.) ) ) 

Section  2.  Categories 

c:  ASSOCIATE  MEMBERS  are  those  serving  on  active 
commissioned  duty  in  the  armed  forces  of  the  United 
States  or  in  an  approved  intern  or  residency  program  in 
South  Dakota  ( ( (or  enrolled  in  an  approved  school  of 
medicine  in  the  State  of  South  Dakota.) ) ) They  shall  not 
be  required  to  pay  membership  dues  and  shall  receive  the 
Journal  of  the  Association.  They  shall  not  have  a vote  nor 
will  their  memberships  be  counted  in  apportionment  of  dele- 
gates from  their  component  societies. 

The  Reference  Committee  thoroughly  discussed  the  amend- 
ment to  the  Bylaws  as  submitted  by  the  Council  concern- 
ing Article  III,  Membership.  The  Reference  Committee 
recommend  that  Section  2 of  the  proposed  amendment  be 
further  amended  by  striking  “1978”  and  inserting  “1977. 
With  this  additional  amendment,  the  Reference  Committee 
recommends  adoption  of  this  amendment  to  the  Bylaws. 
(Adopted  as  amended.) 

AMENDMENT  TO  THE  BYLAWS  OF  THE 
SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
submitted  by  the  Council 
ARTICLE  X — Commissions 
Section  4 

In  addition  to  the  foregoing  Commissions  there  shall  be 
an  Executive  Commission,  a Grievance  Commission  ( ( (a 
Credentials  Commission  and  a Professional  Liability  Com- 
mission) ) ). 

a:  Executive  Commission — The  Executive  Commission 
shall  consist  of  the  President,  President-Elect,  Vice-Presi- 
dent, Secretary-Treasurer,  Speaker  of  the  House,  ( ( (Coun- 
cilor-at-Large) ) ),  and  Chairman  of  the  Council.  Its  duties 
shall  be  advisory  in  nature  to  the  various  officers  and 
Commissions  when  indicated,  and  it  shall  function  when 
asked  to  do  so  by  any  one  of  them.  It  shall  also  have 
other  functions  as  delegated  from  time  to  time  by  the 
House  of  Delegates  or  by  the  Council,  ( ( (and  shall  have 
the  power  and  authority  to  act  on  behalf  of  the  Council 
between  meetings  of  the  Council  in  emergency  situations.) ) ) 
( ( (c.  Credentials  Commission — The  Credentials  Commis- 
sion shall  consist  of  the  Executive  Commission  of  the 
South  Dakota  State  Medical  Association.  The  Credentials 
Commission  shall  promptly  and  in  a most  expeditious 
manner  review  all  applications  for  membership  in  the 
State  Medical  Association  referred  to  the  Commission  by 
a component  district  medical  society  or  the  Council.  The 
Commission  may  also  establish  criteria  for  the  review  of 
any  member  of  the  State  Medical  Association  for  member- 
ship renewal;  such  criteria  to  be  submitted  to  the  Council 
for  approval.) ) ) 

( ( (d.  Professional  Liability  Commission — The  Commission 
on  Professional  Liability  shall  consist  of  one  member  from 
the  Commission  on  Legislation  and  Governmental  Rela- 
tions; one  member  from  the  Commission  on  Credentials; 
one  member  from  the  Committee  on  Continuing  Medical 
Education;  one  physician  member  from  the  Board  of 
Directors  of  the  South  Dakota  Foundation  for  Medical 
Care;  one  member  from  the  Utilization  and  Review  Com- 
mittee; one  member  from  the  Grievance  Commission;  and 
three  members  at  large.  The  Commission  shall  be  ap- 
pointed by  the  president;  the  original  appointments  shall 
consist  of  three  appointments  for  a one  year  term;  three 
appointments  for  a two  year  term;  and  three  appointments 
for  a three  year  term.  Thereafter,  all  appointments  shall  be 
for  three  year  terms.  The  Commission’s  duties  shall  be  to 


study  and  work  in  a liaison  capacity  and  make  recom- 
mendations to  the  Council  in  matters  pertaining  to  profes- 
sional liability  problems  and  insurance  coverage  in  the 
state  of  South  Dakota.) ) ) 

The  Reference  Committee  considered  the  proposed  amend- 
ment to  the  Bylaws  of  the  South  Dakota  State  Medical 
Association,  Article  X — Commissions.  The  Reference  Com- 
mittee recommends  adoption  of  Article  X,  Section  4,  a., 
c.,  and  d.  as  proposed  in  the  amendment. 

(Adopted.) 

Dr.  Gregg  read  the  four  resolutions  included  in  the 
Handbook  and  referred  them  to  Reference  Committee  #4, 
Committee  on  Reports  of  Special  Committees  and  Miscel- 
laneous Business. 

RESOLUTION  # 1 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Whetstone  Valley  District  Medical  Society 

REFERRED  TO: 

SUBJECT:  Smoking  at  Medical  Association  functions 

WHEREAS,  it  is  an  established  scientific  fact  that  tobacco 
and  other  smoke  is  harmful  to  the  health  of  those  who  use 
the  drugs  and 

WHEREAS,  it  has  been  shown  that  non-users  exposed  to 
the  exhaled  smoke  from  those  who  do  consume  the 
drugs  primarily  endanger  the  health  of  the  non-user  in 
certain  environments  and 

WHEREAS,  the  non-smoker  is  entitled  to  the  benefits 
of  clean  unpolluted  air  in  certain  environments  and 
WHEREAS,  the  SDSMA  has  actively  served  the  people  of 
South  Dakota  and  will  continue  to  emphasize  the  im- 
portance of  setting  a proper  public  and  private  example  for 
the  health  of  the  citizens  of  the  State  of  South  Dakota. 
THEREFORE  BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  appropriately  publicly  proclaims 
that  smoking  will  be  strictly  prohibited  in  all  official  busi- 
ness and  professional  meetings  of  the  South  Dakota  State 
Medical  Association. 

(Not  adopted — See  Second  House  of  Delegates  minutes.) 

RESOLUTION  # 2 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Huron  District  Medical  Society 

REFERRED  TO: 

SUBJECT:  Motorcycle  Helmet  Law 

WHEREAS,  the  1976  South  Dakota  Legislature  passed  a 
bill  which  will  require  only  those  under  age  18  to  wear  a 
helmet  while  operating  or  riding  upon  a motorcycle;  and 
WHEREAS,  such  law  will  become  effective  July  1,  1977; 
and 

WHEREAS,  such  a law  is  completely  unenforceable  from 
the  standpoint  of  law  enforcement;  and 
WHEREAS,  it  has  been  definitely  proven  that  the  use  of 
the  helmet  in  motorcycle  use  has  improved  the  fatality 
statistics,  particularly  with  reference  to  head  injuries; 
THEREFORE  BE  IT  RESOLVED,  that  the  House  of 
Delegates  of  the  South  Dakota  State  Medical  Association 
go  on  record  as  supporting  a helmet  law  for  any  and  all 
motorcyclists  and  riders;  and 

BE  IT  FURTHER  RESOLVED,  that  appropriate  legisla- 
tion be  introduced  at  the  next  session  of  the  South  Dakota 
State  Legislature. 

(Not  Adopted — Amended  by  Reference  Committee  but 
rejected.  See  minutes  of  Second  House  of  Delegates  meet- 
ing.) 

RESOLUTION  # 3 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
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SOUTH  DAKOTA 


FROM:  Black  Hills  District  Medical  Society 

SUBJECT:  Relative  Value  Study 

REFERRED  TO: 

WHEREAS,  the  South  Dakota  State  Medical  Association 
has  devised  a five-digit  Relative  Value  Study,  and 

WHEREAS,  this  study  has  been  distributed  to  the  physi- 
cians in  the  state  and  is  in  general  use,  and 

WHEREAS,  South  Dakota  Blue  Shield  continues  to  use 
the  old  four-digit  system,  thereby  causing  confusion  with 
procedure  identification  and  billing, 

THEREFORE  BE  IT  RESOLVED,  that  the  House  of 
Delegates,  meeting  as  the  corporate  body  of  Blue  Shield, 
consider  this  problem  and  either  direct  or  recommend  that 
the  South  Dakota  Blue  Shield  convert  to  the  five  digit  sys- 
tem. 

(Not  Adopted — See  minutes  of  Second  House  of  Delegates 
meeting.) 


RESOLUTION  # 4 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  The  Council 

SUBJECT:  Dues  Increase 

REFERRED  TO: 

WHEREAS,  the  South  Dakota  State  Medical  Association 
has  been  actively  engaged  in  providing  services  to  its  in- 
dividual members  and  organizations  comprised  of  physician 
members,  and 

WHEREAS,  the  development  of  new  programs  in  areas 
such  as  continuing  medical  education,  professional  liability, 
peer  review,  and  a continuing  demand  for  further  Associa- 
tion activities  in  monitoring  legislation  as  it  pertains  to 
further  governmental  intervention  in  the  private  practice  of 
medicine;  and 

WHEREAS,  inflationary  trends  have  continued  to  diminish 
the  resources  of  the  South  Dakota  State  Medical  Associa- 
tion necessary  to  operate  the  executive  office;  and 

WHEREAS,  the  staff  of  the  South  Dakota  State  Medical 
Association  executive  office  has  not  been  increased  for 
three  years  and  it  will  be  necessary  to  hire  an  additional 
staff  member  to  carry  out  the  directives  of  the  Association; 

THEREFORE  BE  IT  RESOLVED,  that  the  House  of 
Delegates  approve  an  increase  in  South  Dakota  State  Medi- 
cal Association  dues  in  the  amount  of  $25  annually  to 
cover  the  cost  of  an  additional  employee,  such  increase  to 
become  effective  January  1,  1977. 

(Adopted — See  minutes  of  Second  House  of  Delegates.) 

The  film  “Jogging  Institutional  Style”  produced  by  the 
American  Medical  Association  was  shown. 

Dr.  Gregg  announced  the  meeting  places  for  the  various 
reference  committees  and  made  several  announcements  con- 
cerning the  schedule  of  the  annual  meeting. 

The  meeting  adjourned  at  10:00  a.m. 


SECOND  MEETING  OF  THE 
HOUSE  OF  DELEGATES 


Swanson,  David  Buchanan,  Harvard  Lewis,  B.  J.  Begley, 
Warren  Jones,  Paul  Aspaas,  Duane  Reaney,  Russell  Harris, 
A.  J.  Barrett,  Joseph  N.  Hamm,  Eldon  Bell,  A.  J.  Janusz, 
James  Hovland,  B.  C.  Gerber,  T.  J.  Wrage,  Werner  Klar, 
Marion  Cosand,  Roscoe  Dean,  Emil  Hofer,  Charles  Mon- 
son,  R.  G.  Gere,  Lowell  Hyland,  Richard  Gunnarson,  Guy 
Tam,  W.  A.  Boade,  Denny  Ortmeier,  T.  A.  Angelos,  Earl 
Kemp,  Bill  Church,  R.  J.  Foley,  Richard  Porter,  Richard 
Thornton,  A.  J.  Javurek,  W.  J.  Mattson,  R.  D.  Bloemendaal, 
C.  B.  Gwinn,  R.  P.  Millea,  Robert  Stiehl,  James  Collins, 
E.  A.  Johnson  and  student,  Larry  Weitzenkamp. 

Dr.  Gregg  introduced  Dr.  G.  E.  Tracy  who  introduced 
Dr.  Richard  Palmer,  president  elect  of  the  American  Med- 
ical Association.  Dr.  Palmer  addressed  the  House  of  Dele- 
gates with  regard  to  legislation  which  has  been  proposed 
which  will  have  a profound  effect  on  medicine  and  urged 
physicians  to  participate  politically  and  unite  on  behalf  of 
the  free  enterprise  practice  of  medicine. 

Dr.  Elston  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  will  be 
published.  The  motion  was  seconded  by  Dr.  Reding  and 
carried. 

The  report  of  the  Nominating  Committee  was  read  by 
Dr.  Denny  Ortmeier. 


REPORT  OF  THE  NOMINATING  COMMITTEE 


The  Nominating  Committee  submits  the  following  recom- 
mendations for  the  consideration  of  the  House  of  Dele- 
gates: 


COUNCILORS 

Sioux  Falls  District  #7 
Black  Hills  District  #9 
Northwest  District  #11 
Whetstone  Valley  District  #12 


Durward  Lang,  M.D. 
J.  N.  Hamm,  M.D. 

R.  R.  Lawrence,  M.D. 
Eldon  Bell,  M.D. 


ALTERNATE  COUNCILORS 


Sioux  Falls  District  #7 
Black  Hills  District  #9 

Northwest  District  #11 
Whetstone  Valley  District  #12 


W.  O.  Rossing,  M.D. 

N.  R.  Whitney,  M.D. 

Wm.  E.  Jones,  M.D.  (1  year) 
Leonard  Linde,  M.D. 

Joseph  Kass,  M.D. 


The  Reference  Committee  recommended  that  no  Coun- 
cilor or  Alternate  Councilor  from  the  Rosebud  District 
#10  be  seated  until  the  Rosebud  District  provides  to  the 
Council  its  Bylaws  and  other  information  requested  by  the 
Council;  the  Council  will  then  study  this  situation  and  take 
appropriate  action. 

OFFICERS 
President 
President  Elect 
Vice  President 


Speaker  of  the  House 
AMA  Delegate 
AMA  Alternate  Delegate 

ANNUAL  MEETING  SITE 

1977 —  Aberdeen 

1978 —  Sioux  Falls 

Respectfully  submitted, 

Denny  Ortmeier,  M.D.,  Chairman 
NOMINATING  COMMITTEE 


Fred  Leigh,  M.D. 
James  Ryan,  M.D. 

J.  B.  Gregg,  M.D. 
Russell  Harris,  M.D. 
C.  L.  Swanson,  M.D. 
W.  B.  Odland,  M.D. 
W.  R.  Taylor,  M.D. 
G.  E.  Tracy,  M.D. 


10:30  A.M.  Howard  Johnson  Motor  Lodge 

Sunday,  June  13,  1976  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  by  J.  B.  Gregg,  M.D., 
Speaker  of  the  House. 

Present  for  roll  call  were  Doctors  G.  E.  Tracy,  Fred 
Leigh,  J.  E.  Ryan,  A.  P.  Reding,  J.  B.  Gregg,  J.  T.  Elston, 
R.  E.  Van  Demark,  Winston  Odland,  J.  A.  Muggly,  C.  L. 


Dr.  Buchanan  moved  to  accept  that  section  of  the  ref- 
erence committee  report  pertaining  to  councilors  and  alter- 
nate councilors.  The  motion  was  seconded  by  Dr.  Gunnar- 
son and  carried. 

Dr.  Swanson  moved  to  accept  that  section  of  the  refer- 
ence committee  report  pertaining  to  the  seating  of  a coun- 
cilor and  alternate  councilor  from  the  Rosebud  District. 
The  motion  was  seconded  by  Dr.  Buchanan  and  carried. 
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Nominations  were  in  order  for  president.  Dr.  Ortmeier 
moved  that  nominations  cease  and  a unanimous  ballot  be 
cast  for  Dr.  Leigh.  The  motion  was  seconded  by  Dr.  Elston 
and  carried. 

Nominations  were  in  order  for  president  elect.  Dr.  Foley 
moved  that  nominations  cease  and  a unanimous  ballot  be 
cast  for  Dr.  Ryan.  The  motion  was  seconded  by  Dr.  Swan- 
son and  carried. 

Nominations  were  in  order  for  vice  president.  There  being 
no  further  nominations  a secret  ballot  was  cast  and  Dr. 
Russell  Harris  was  declared  vice  president. 

Nominations  were  in  order  for  speaker  of  the  house.  Dr. 
Angelos  moved  that  nominations  cease  and  a unanimous 
ballot  be  cast  for  Dr.  W.  B.  Odland.  The  motion  was 
seconded  by  Dr.  Swanson  and  carried. 

Nominations  were  in  order  for  AMA  delegate.  Dr. 
Church  moved  that  nominations  cease  and  a unanimous 
ballot  be  cast  for  Dr.  Taylor.  The  motion  was  seconded  by 
Dr.  Swanson  and  carried. 

Nominations  were  in  order  for  AMA  alternate  delegate. 
Dr.  Foley  moved  that  nominations  cease  and  a unanimous 
ballot  be  cast  for  Dr.  Tracy.  The  motion  was  seconded  by 
Dr.  Hovland  and  carried. 

Dr.  Kemp  moved  to  accept  that  section  of  the  report 
pertaining  to  the  annual  meeting  sites.  The  motion  was 
seconded  by  Dr.  Gere  and  carried. 

Dr.  Javurek  read  the  report  of  the  Reference  Committee 
on  Credentials,  Resolutions  and  Memorials  and  Reports  of 
Officers  and  Councilors. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
CREDENTIALS,  RESOLUTIONS  AND  MEMORIALS 
AND 

REPORTS  OF  OFFICERS  AND  COUNCILORS 

The  following  delegates,  alternates,  officers  and  councilors 
of  the  South  Dakota  State  Medical  Association  were  pres- 
ent: Doctors  G.  E.  Tracy,  Fred  Leigh,  A.  P.  Reding, 
J.  B.  Gregg,  John  T.  Elston,  R.  E.  Van  Demark,  Winston 
Odland,  G.  R.  Bartron,  David  Buchanan,  Harvard  Lewis, 
B.  J.  Begley,  Warren  Jones,  Paul  Aspaas,  Duane  Reaney, 
Russell  Harris,  A.  J.  Barrett,  Joseph  Hamm,  Raymond 
Nemer,  Eldon  Bell,  J.  A.  Muggly,  James  Hovland,  A.  J. 
Janusz,  B.  C.  Gerber,  James  Larson,  T.  J.  Wrage,  Robert 
Shaskey,  Werner  Klar,  Marion  Cosand,  Roscoe  Dean, 
Emil  Hofer,  J.  O.  Mabee,  Charles  Monson,  Lowell  Hy- 
land, Richard  Gunnarson,  Guy  Tam,  W.  A.  Boade,  Denny 
Ortmeier,  T.  A.  Angelos,  Earl  Kemp,  Dennis  Johnson,  R.  J. 
Foley,  Edwin  Moore,  Richard  Thornton,  A.  J.  Javurek, 
W.  O.  Haugan,  W.  J.  Mattson,  C.  B.  Gwinn,  R.  P.  Millea, 
R.  D.  Bloemendaal,  Robert  Stiehl,  James  Collins,  and  E.  A. 
Johnson. 

A quorum  was  present  for  the  meeting  of  the  House  of 
Delegates.  A total  registration  for  the  convention  is  343, 
including  196  physicians,  27  guests,  115  Auxiliary  members 
and  5 sponsors. 

The  Committee  submits  the  following  resolution  for  the 
consideration  of  the  House  of  Delegates: 

WHEREAS,  the  Black  Hills  District  Medical  Society  and 
the  Black  Hills  District  Auxiliary  and  the  Whetstone  Valley 
District  Auxiliary  members  have  been  so  thorough  in  mak- 
ing arrangements  for  the  success  of  the  combined  meeting 
of  our  95th  anniversary, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  give  its  voice  in  appreciation  and  thanks  to  the 
local  physicians  in  the  Black  Hills  District  and  the  members 
of  the  Black  Hills  District  Auxiliary  and  the  Whetstone 
Valley  District  Auxiliary. 

WHEREAS,  the  management  of  the  Howard  Johnson 
Motor  Lodge  has  been  so  cooperative  in  providing  facilities 
for  the  success  of  the  95th  Annual  Meeting  of  the  South 
Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 


Association  extend  its  thanks  and  appreciation  to  the 
Howard  Johnson  Motor  Lodge. 

WHEREAS,  the  Chamber  of  Commerce  of  Rapid  City  has 
provided  excellent  assistance  in  making  it  possible  for  the 
success  of  the  working  arrangements, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  and  appreciation  to  the  Rapid 
City  Chamber  of  Commerce. 

WHEREAS,  the  Rapid  City  Journal  and  KOTA  TV  have 
been  most  cooperative  in  presenting  the  public  news  of  the 
95th  Annual  Meeting  of  the  South  Dakota  State  Medical 
Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  to  the  Rapid  City  Journal 
and  KOTA  TV. 

BE  IT  RESOLVED,  that  $50  be  donated  to  the  South 
Dakota  Medical  School  Endowment  Association  in  memory 
of  the  following  physicians  who  died  during  the  past  year: 
J.  R.  Westaby,  M.D.,  Madison 
John  S.  Tschetter,  M.D.,  Huron 
M.  M.  Morrissey,  M.D.,  Pierre 
Walter  Judge,  M.D.,  Milbank 
Carlos  Kemper,  M.D.,  Viborg 
Lyle  Hare,  M.D.,  Spearfish 
Will  E.  Donahoe,  M.D.,  Sioux  Falls 
T.  F.  O’Toole,  M.D.,  Rapid  City 
Walter  Gysin,  M.D.,  Watertown 
V.  A.  Zandersons,  M.D.,  Parker 
Matthew  Langenfeld,  M.D.,  Spearfish 
The  Committee  reviewed  the  reports  of  the  officers  and 
councilors  and  approved  them  as  submitted. 

The  Committee  recommended  that  the  three  physicians 
leaving  the  Blue  Shield  Board  be  commended  for  their 
years  of  service.  They  are  as  follows: 

T.  H.  Sattler.  M.D. — 12  years 
Donald  Breit,  M.D. — 20  years 
E.  A.  Johnson,  M.D. — 20  years 
The  Committee  considered  the  Resolution  concerning  the 
submission  of  District  Bylaws  to  the  State  Association.  The 
Reference  Committee  recommends  the  adoption  of  this 
resolution. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  CREDENTIALS, 

RESOLUTIONS  AND  REPORTS  OF  OFFICERS 

AND  COUNCILORS 

Anthony  Javurek,  M.D.,  Chairman 

William  J.  Mattson,  M.D. 

Charles  D.  Monson,  M.D. 

Dr.  Barrett  moved  to  amend  this  report  to  include: 
“WHEREAS,  the  Black  Hills  District  Medical  As- 
sistants have  provided  coffee  breaks  for  physicians 
during  the  scientific  sessions, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  apprecia- 
tion to  the  Black  Hills  District  Medical  Assistants.” 
The  motion  was  seconded  by  Dr.  Mattson  and  carried.  Dr. 
Buchanan  moved  to  accept  the  report  of  the  Reference 
Committee  on  Credentials,  Resolutions  and  Memorials  and 
Reports  of  Officers  and  Councilors  as  amended.  The  mo- 
tion was  seconded  by  Dr.  Elston  and  carried. 

Dr.  Foley  read  the  report  of  the  Reference  Committee  on 
Reports  of  Commissions  on  Medical  Service,  Legislation 
and  Governmental  Relations. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  COMMISSIONS  ON  MEDICAL  SERVICE, 
LEGISLATION  AND  GOVERNMENTAL  RELATIONS 

The  report  of  the  Commission  on  Medical  Service  was 
thoroughly  discussed,  and  the  Reference  Committee  recom- 
mends acceptance  of  this  report. 

The  report  of  the  Commission  on  Legislation  and  Gov- 
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ernmental  Relations  was  carefully  reviewed.  Your  Reference 
Committee  recommends  that  the  Executive  Committee  of 
the  Association  be  empowered  to  retain  additional  legisla- 
tive assistance  if  deemed  necessary.  Your  Reference  Com- 
mittee wishes  to  congratulate  the  Commission  on  Legisla- 
tion and  Governmental  Relations  on  their  past  efforts  on 
behalf  of  the  profession.  Your  Reference  Committee  ex- 
tends its  best  wishes  to  the  Commission  in  future  legisla- 
tive sessions. 

Your  Reference  Committee  thoroughly  discussed  the 
amendment  to  the  Bylaws  as  submitted  by  the  Council 
concerning  Article  III,  Membership.  The  Reference  Com- 
mittee recommends  that  Section  1.  of  the  proposed  amend- 
ment be  further  amended  by  striking  “1978”  and  inserting 
“1977.”  With  this  additional  amendment  the  Reference 
Committee  recommends  adoption  of  this  amendment  of 
the  Bylaws. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF 

COMMISSIONS  ON  MEDICAL  SERVICE, 

LEGISLATION  AND  GOVERNMENTAL  RELATIONS 

R.  J.  Foley,  M.D.,  Chairman 

Roscoe  Dean,  M.D. 

B.  C.  Gerber,  M.D. 

Dr.  Janusz  moved  to  accept  that  section  of  the  report  per- 
taining to  the  reports  of  the  Commissions  on  Medical 
Service  and  Legislation  and  Governmental  Relations.  The 
motion  was  seconded  by  Dr.  Hofer  and  carried.  Dr. 
Gwinn  moved  to  accept  that  section  of  the  report  pertain- 
ing to  the  amendment  to  the  Bylaws,  Article  III,  Member- 
ship. The  motion  was  seconded  by  Dr.  lohnson  and  carried. 

Dr.  Shaskey  read  the  report  of  the  Reference  Committee 
on  Reports  of  the  Commissions  on  Scientific  Medicine, 
Internal  Affairs,  Communications  and  Liaison. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  THE  COMMISSIONS  ON  SCIENTIFIC 
MEDICINE,  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Scientific  Medicine.  The  Reference  Com- 
mittee recommends  the  acceptance  of  the  report  of  the 
Commission  on  Scientific  Medicine. 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Internal  Affairs,  Communications  and 
Liaison.  The  Reference  Committee  recommends  the  ac- 
ceptance of  the  report  of  the  Commission  on  Internal  Af- 
fairs, Communications  and  Liaison. 

The  Reference  Committee  considered  the  proposed 
amendment  to  the  Bylaws  of  the  South  Dakota  State 
Medical  Association,  Article  X — Commissions.  The  Ref- 
erence Committee  recommends  the  adoption  of  Article  X, 
Section  4,  a.,  c.  and  d.  as  proposed  in  the  amendment. 
Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
THE  COMMISSIONS  ON  SCIENTIFIC 
MEDICINE,  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 
M.  R.  Cosand,  M.D.,  Chairman 
R.  E.  Shaskey,  M.D. 
lames  Collins,  M.D. 

Dr.  Foley  moved  to  accept  the  report  of  the  Reference 
Committee  on  Reports  of  the  Commissions  on  Scientific 
Medicine,  Internal  Affairs,  Communications  and  Liaison. 
The  motion  was  seconded  by  Dr.  Janusz  and  carried. 

Dr.  Gunnarson  read  the  report  of  the  Reference  Com- 
nittee  on  Reports  of  Special  Committees  and  Miscellaneous 
Business. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL  COMMITTEES 
AND  MISCELLANEOUS  BUSINESS 

The  Committee  reviewed  the  report  of  the  Grievance 


Committee  and  recommends  the  adoption  of  this  report. 

The  Committee  reviewed  the  report  of  the  State  Utiliza- 
tion and  Insurance  Review  Committee  and  recommends  the 
adoption  of  this  report. 

The  Committee  reviewed  the  report  of  the  Continuing 
Medical  Education  Committee  and  recommends  the  adop- 
tion of  this  report. 

The  Committee  reviewed  the  report  of  the  Ad  Hoc 
Committee  on  Malpractice  and  recommends  the  adoption 
of  this  report. 

The  Committee  reviewed  the  report  of  the  Relative  Value 
Study  Committee.  The  Committee  recommends  that  the 
last  sentence  of  this  report  as  submitted  be  stricken  and  that 
the  report  as  amended  be  adopted. 

The  Committee  reviewed  the  report  of  the  Long  Range 
Planning  Committee  and  recommends  that  this  report  be 
adopted. 

The  Committee  reviewed  the  report  of  SoDaPAC  and 
recommends  the  adoption  of  this  report. 

The  Committee  reviewed  Resolution  #1  submitted  by 
the  Whetstone  Valley  District  Medical  Society  concerning 
smoking  at  Medical  Association  functions.  The  Committee 
recommends  that  Resolution  #1  be  adopted  by  the  House 
of  Delegates. 

The  Committee  reviewed  Resolution  #2  submitted  by 
the  Huron  District  Medical  Society  concerning  the  motor- 
cycle helmet  law.  The  Committee  recommends  that  the  last 
paragraph  of  this  resolution  be  amended  to  read  as  follows: 
BE  IT  FURTHER  RESOLVED  that  the  South  Dakota 
State  Medical  Association  memorialize  the  State  Legislature. 
The  Committee  recommends  that  this  resolution  as  amended 
be  adopted  by  the  House  of  Delegates. 

The  Committee  considered  Resolution  #3,  submitted  by 
the  Black  Hills  District  Society  concerning  the  use  of  a five 
digit  coding  system  for  the  submission  of  claims.  The 
Committee  recommends  that  the  House  of  Delegates  not 
adopt  this  resolution. 

The  Committee  reviewed  Resolution  #4,  submitted  by 
the  Council  concerning  a $25  dues  increase  to  be  ef- 
fective January  1,  1977.  The  Committee  recommends  that 
this  resolution  be  adopted. 

The  Committee  reviewed  the  resolution  submitted  by 
the  Council  concerning  the  swine  influenza  immunization 
program  and  recommends  that  the  last  paragraph  of  the 
resolution  be  amended  to  read  as  follows: 

BE  IT  THEREFORE  RESOLVED  that  the  House  of  Dele- 
gates of  SDSMA  recommend  to  the  physicians  of  South  Da- 
kota that  any  charges  for  vaccine  administration  to  private 
patients  be  commensurate  with  reasonable  services  rendered. 
The  Committee  recommends  the  adoption  of  the  resolution 
as  amended. 

The  Committee  reviewed  the  resolution  submitted  to  the 
House  of  Delegates  from  the  Medical  Association  of  Geor- 
gia. The  Committee  recommends  the  acceptance  of  the 
spirit  of  the  resolution  which  includes  the  poll  of  AMA 
membership  in  regard  to  national  health  insurance.  The 
Committee  recommends  that  the  House  of  Delegates  in- 
struct our  National  AMA  delegate  to  vote  in  favor  of  this 
resolution  when  submitted  to  the  AMA  Annual  Meeting  in 
Dallas. 

The  Committee  reviewed  the  resolution  submitted  to  the 
House  of  Delegates  from  the  Nebraska  Medical  Associa- 
tion concerning  the  Talmadge  Bill.  The  Committee  recom- 
mends that  the  House  of  Delegates  instruct  our  National 
AMA  delegate  to  support  the  Nebraska  resolution  when 
submitted  at  the  AMA  Annual  Meeting  in  Dallas. 
Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
SPECIAL  COMMITTEES  AND  MISCELLANEOUS 
BUSINESS 

R.  E.  Gunnarson,  M.D.,  Chairman 
James  Larson,  M.D. 

C.  B.  Gwinn,  M.D. 
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Dr.  Kemp  moved  to  accept  the  sections  of  that  report 
pertaining  to  the  reports  of  the  Grievance,  the  State 
Utilization  and  Insurance  Review,  the  Continuing  Medical 
Education  and  the  Malpractice  Ad  Hoc  Committees.  The 
motion  was  seconded  by  Dr.  Barrett  and  carried. 

Dr.  Elston  moved  to  accept  that  section  of  the  report 
pertaining  to  the  report  of  the  Relative  Value  Study  Com- 
mittee. The  motion  was  seconded  by  Dr.  Gunnarson  and 
carried. 

Dr.  Porter  moved  to  accept  that  section  of  the  report 
pertaining  to  the  report  of  the  Long  Range  Planning  Com- 
mittee and  that  section  pertaining  to  the  report  of  the 
SoDaPAC.  The  motion  was  seconded  by  Dr.  Kemp  and 
carried. 

Dr.  Tam  moved  to  accept  that  section  of  the  report  per- 
taining to  Resolution  #1.  The  motion  was  seconded  by  Dr. 
Bell.  Dr.  Angelos  moved  to  table  this  matter.  The  motion 
was  seconded  by  Dr.  Ortmeier  and  carried.  For:  28, 
Against:  16. 

Dr.  Leigh  moved  to  accept  that  section  of  the  report 
pertaining  to  Resolution  #2.  The  motion  was  seconded  by 
Dr.  Gerber  and  carried.  Dr  Elston  moved  to  accept  Resolu- 
tion #2  as  amended  by  the  reference  committee.  The  mo- 
tion was  seconded  by  Dr.  Janusz.  Motion  lost.  For:  20, 
Against:  24. 

Dr.  Kemp  moved  to  accept  that  section  of  the  report 
pertaining  to  Resolution  #3  The  motion  was  seconded  by 
Dr.  Barrett  and  carried. 

Dr.  Hofer  moved  to  accept  that  section  of  the  report 
pertaining  to  Resolution  #4.  The  motion  was  seconded  by 
Dr.  Gunnarson  and  carried. 

Dr.  Elston  moved  to  accept  that  section  of  the  report 
pertaining  to  the  resolution  regarding  the  swine  influenza 
immunization  program.  The  motion  was  seconded  by  Dr. 
Leigh  and  carried.  Dr.  Elston  moved  that  the  resolution  as 
amended  be  adopted.  The  motion  was  seconded  by  Dr. 
Buchanan  and  carried. 

Dr.  Porter  moved  to  accept  that  section  of  the  report 
pertaining  to  the  resolution  submitted  from  the  Georgia 
Medical  Association.  The  motion  was  seconded  by  Dr. 
Kemp.  Dr.  Gunnarson  moved  to  amend  this  section  of  the 
report  to  read: 

“The  Committee  reviewed  the  resolution  submitted  to 
the  House  of  Delegates  from  the  Medical  Association 
of  Georgia.  The  Committee  recommends  the  acceptance 
of  the  spirit  of  the  resolution  concerning  the  poll  of 
AMA  membership  in  regard  to  national  health  in- 
surance. The  Committee  recommends  that  the  House 
of  Delegates  instruct  our  National  AMA  delegate  to 
vote  in  favor  of  this  portion  of  this  resolution  when 
submitted  to  the  AMA  Annual  Meeting  in  Dallas.” 

The  motion  was  seconded  by  Dr.  Foley  and  carried. 

Dr.  Lewis  moved  to  accept  that  section  of  the  report 
pertaining  to  the  resolution  submitted  from  the  Nebraska 
Medical  Association.  The  motion  was  seconded  by  Dr. 
Angelos  and  carried. 

Dr.  Ortmeier  moved  to  accept  the  report  of  the  Reference 
Committee  on  Reports  of  Special  Committees  and  Miscel- 
laneous Business  as  amended.  The  motion  was  seconded 
by  Dr.  Collins  and  carried. 

Dr.  Gregg  administered  the  Oath  of  Office  to  Dr.  Fred 
Leigh.  Dr.  Leigh  briefly  addressed  the  House,  he  thanked 
his  predecessor.  Dr.  Tracy,  and  asked  for  the  support  and 
assistance  of  the  Association  members  during  the  coming 
year. 

Dr.  Tracy  indicated  there  was  a proposed  list  of  physi- 
cians for  review  and  suggestions  for  those  who  may  serve 
on  the  arbitration  panels  from  the  first  and  second  dis- 
tricts. 

Dr.  Gregg  introduced  the  new  officers  and  councilors. 

The  meeting  adjourned  at  12:45  p.m. 


REPORT  OF  THE  PRESIDENT 

Since  assuming  this  office,  your  President  has  attended 
all  of  the  regularly  scheduled  council  meetings  which  con- 
duct the  interim  affairs  of  the  Medical  Association  be- 
tween House  of  Delegates  meetings.  This  Council,  this 
year  as  in  previous  years,  has  been  extremely  instrumental 
in  providing  great  input  into  the  operational  activities  of 
this  Association.  I think  each  and  every  member  should  be 
extremely  pleased  and  proud  of  the  councilors  and  of  the 
time  and  effort  they  have  put  forth.  Because  of  the  mal- 
practice problem,  we  have  had  Executive  Committee  meet- 
ings of  the  Medical  Association  on  an  almost  monthly 
basis  except  those  months  where  there  is  a corresponding 
Council  Meeting  and  even  on  some  of  those  months  we 
have  had  Executive  Committee  meetings.  This  has  been 
necessitated  by  my  feeling  that  no  one  individual  should 
ever  have  the  right  or  the  responsibility  during  the  interim 
between  Council  meetings  to  conduct  arbitrarily  the  affairs 
of  the  Association  but  should  rely  very  heavily  on  those 
members  of  the  Executive  Committee.  It  is  mv  hope  that 
this  feeling  and  activity  will  continue  in  the  future  and  I 
have  asked  the  resolution  to  be  introduced  which  would 
allow  the  Executive  Committee  to  have  the  authority  to 
make  decisions  for  the  Association  between  Council  meet- 
ings. This  will  be  particularly  important  in  the  future  with 
governmental  intervention  in  the  affairs  of  medicine  as  it 
has  been  in  the  past  year  with  the  malpractice  crisis. 

Because  of  the  malpractice  crisis  we  have  also  had  a 
special  subcommittee  on  malpractice  which  met  on  nu- 
merous occasions  prior  to  the  legislature  and  on  two  or 
three  occasions  since  the  legislature  in  an  effort  to  provide 
guidance  to  our  Executive  Secretary  who  is  also  our  lobbyist 
in  Pierre.  The  activities  of  this  committee  can  never  be 
given  enough  credit  for  the  time  and  effort  they  have  spent. 
They  did  develop  a good  malpractice  package  and  our 
State  Legislature  came  through  with  five  major  changes 
which  hopefully  will  have  some  long-range  effect  on  our 
malpractice  program  in  South  Dakota.  Members  of  this 
committee  worked  hard  and  long  and  did  so  in  conjunc- 
tion with  the  Commission  on  Internal  Affairs,  Communica- 
tions and  Liaison  and  the  Commission  on  Legislation.  The 
President  attended  all  of  these  meetings  during  the  past 
year. 

As  you  know,  I also  have  had  the  opportunity  to  visit 
Hartford,  Connecticut,  with  Aetna,  Travellers  and  Hart- 
ford Insurance  Companies  as  well  as  Baltimore,  Mary- 
land, with  USF  and  G.  We  have  been  in  telephone  con- 
tact with  the  other  major  carriers  of  malpractice  in  South 
Dakota  and  have  had  three  visits  with  the  leadership  of 
St.  Paul  Fire  and  Marine.  A great  portion  of  the  time  and 
energy  spent  during  the  past  year  has  been  in  the  direction 
of  malpractice  which  we  established  as  our  number  one 
priority  at  the  beginning  of  the  year  following  the  House  of 
Delegates  meeting  in  Sioux  Falls.  At  the  present  time,  the 
Malpractice  Committee  is  drawing  up  the  arbitration  agree- 
ments and  hopefully  drawing  up  a program  for  peer  re- 
view which  will  be  acceptable  to  the  House  of  Delegates. 

The  President  attended  the  North  Central  Medical  Con- 
ference in  November  at  which  time,  South  Dakota  once 
more  had  a good  opportunity  to  represent  the  thoughts 
and  feelings  of  the  members  of  the  State  Association 
at  a regional  meeting.  This  is  an  important  meeting 
that  all  physicians  from  South  Dakota  should  attend  when- 
ever possible. 

The  most  pleasant  part  of  the  year  was  the  visitation  to 
the  District  Medical  Societies  and  this  year  we  were  for- 
tunate weather-wise  in  being  able  to  attend  every  district 
on  at  least  one  occasion.  The  courtesy,  kindness  and 
hospitality  extended  to  the  President  of  the  Medical  As- 
sociation during  these  visits  is  tremendous  and  my  ap- 
preciation for  their  kindness  and  thoughtfulness  is  at  this 
time  gratefully  expressed.  I have  met  on  an  almost  weekly 
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basis  with  the  Executive  Secretary  and  have  found  him  to 
be  one  of  the  most  competent  and  certainly  the  most  loyal 
individual  associated  with  this  Medical  Association.  It  has 
been  a very  busy  and  hopefully  a very  productive  year  and 
I would  not  have  wanted  it  otherwise.  It  is  a sincere  hope 
that  the  leadership  of  the  Medical  Association  will  always 
have  the  foremost  thought  in  their  minds  of  the  welfare  of 
the  physicians  who  are  members  of  this  Association  and 
that  their  interests  have  been  the  motivating  factor  in  the 
decisions  and  the  activities  that  have  been  exercised  during 
the  past  year. 

The  Association  also  gave  its  assurance  to  the  new  lay 
Secretary  of  Health  that  medical  coverage  would  be  pro- 
vided and  for  that  reason  the  President  has  attended 
the  State  Health  Department  as  a medical  consultant  each 
week  since  November  of  1975,  and  again  hopefully  with  the 
major  motivating  factor  and  force  being  the  procurement 
of  the  best  kind  of  programs  for  Medical  Association 
involving  decisions  that  have  been  made  by  practicing 
physicians  rather  than  by  someone  who  had  no  concern  for 
our  interests.  It  is  hoped  that  this  kind  of  relationship  can 
continue  even  when  there  are  full-time  physicians  on 
board  at  the  State  Health  Department  which  should  occur 
in  the  middle  of  luly,  1976. 

The  President  had  the  opportunity  to  attend  the  AMA 
meeting  in  Atlantic  City  and  gained  much  knowledge  about 
the  function  of  the  American  Medical  Association  and 
recognized  that  one  vote  from  South  Dakota  often  can  be 
an  important  one  and  occasionally  can  be  a tie-breaking 
and  final  decision  vote. 

Also  a trip  to  Hawaii  for  the  medical  meeting  in 
December  was  atttended  by  your  President  and  incidentally, 
he  was  treated  with  royalty  in  that  the  State  Presidents 
on  the  North  Central  Medical  Conference  Charter  747  went 
first  class,  and  I wish  to  thank  the  Association  for 
their  kind  support  of  this  most  enjoyable  trip  and  wish  to 
inform  the  Association  of  the  tremendous  good  work  that 
was  done  by  our  delegate  who  at  that  time  was  Dr.  Robert 
Quinn.  He  attended  all  the  sessions  and  represented  this 
Association  this  year,  as  I am  sure  in  all  past  years,  in  the 
best  possible  manner.  I have  no  questions  in  my  mind  what 
organized  medicine  is — it  is  the  vehicle  through  which  we 
can  speak  in  our  behalf  for  our  interest.  Without  the  use  of 
this  vehicle  we  are  as  one  voice  crying  alone  in  the 
wilderness  unheard  and  unheeded,  but  as  a unified  District, 
State  and  National  Medical  Association  our  voice  can 
carry  great  weight  and  will  be  heard  and  our  interests  will 
be  served.  For  this  reason  I believe  it  behooves  each  one  of 
us  to  encourage  all  physicians  in  the  State  of  South  Dakota 
to  become  involved  to  the  greatest  possible  degree  in 
representing  their  interests  in  the  future  of  the  private  in- 
dividual practice  of  medicine  with  the  least  possible  amount 
of  governmental  regulations. 

While  it  has  been  a time-consuming  year,  I must  freely 
admit  that  I have  enjoyed  every  moment  of  it.  I have  en- 
joyed having  had  the  opportunity  to  represent  each  and 
every  one  of  you  at  all  the  meetings  which  I have  attended 
and  I thank  you  for  the  opportunity  of  being  your 
representative  and  hope  sincerely  that  always  the  great 
majority  of  South  Dakota  physicians’  attitudes  have  been 
represented  by  myself. 

I have  received  almost  unending  support  from  the  Coun- 
cil, Commissions,  Districts  and  individual  doctors.  I would 
hope  that  such  kind  support  continues  to  flow  to  the  lead- 
ership of  the  Medical  Association  in  future  years  and  that 
the  leadership  will  continue  to  grow  in  strength  and 
representation  so  that  South  Dakota  will  truly  be  heard. 
Our  Association  is  as  far  or  more  advanced  than  any 
Association  I have  attended.  We  have  extremely  active,  in- 
telligent, and  informed  members.  I think  we  must  use  them 
and  we  must  represent  them  to  our  best  interest  now  and  at 
all  times  in  the  future. 


Very  sincerely  and  gratefully, 

Gerald  E.  Tracy,  M.D. 

President 

The  reference  committee  reviewed  the  Report  of  the  Presi- 
dent and  recommended  its  approval  as  submitted. 

REPORT  OF  THE  PRESIDENT-ELECT 

During  the  fiscal  year  of  1975-76,  as  President-Elect,  I 
have  attended  all  four  Council  meetings.  I have  attended 
four  Executive  Committee  meetings.  I have  also  attended 
the  AMA  Leadership  Training  Program  which  was  held  in 
Chicago,  in  January  of  1976.  I have  attended  all  the 
Commission  meetings,  and  I also  spent  several  days  in 
Pierre,  during  the  legislative  session  in  January  of  1976. 
Last,  but  not  least,  I substituted  at  several  meetings  to 
relieve  the  heavy  traveling  schedule  of  the  President  during 
this  year. 

Respectfully  submitted, 

F.  D.  Leigh,  M.D. 

President-Elect 

The  reference  committee  reviewed  the  report  of  the  Presi- 
dent-Elect and  recommends  its  acceptance  as  submitted. 

REPORT  OF  THE  VICE  PRESIDENT 

During  the  year  of  1975-76  as  vice-president  of  the 
South  Dakota  State  Medical  Association,  I attended  all  of 
the  executive  committee  meetings  which  were  held  monthly 
with  the  exception  of  one.  The  major  problem  during  the 
year  that  took  most  of  our  attention  was  the  malpractice 
problem  and  the  legislative  efforts  to  pass  laws  in  South 
Dakota  to  correct  these  problems.  I attended  several  meet- 
ings during  the  summer  of  the  Legislative  Research  Council 
to  help  let  our  problems  be  known  to  the  state  Legislative 
Research  Council. 

I attended  all  council  meetings  of  the  South  Dakota 
State  Medical  Association  during  the  year.  In  addition, 
I made  several  special  meetings  with  the  Hospital  Associa- 
tion of  South  Dakota,  the  South  Dakota  Foundation  for 
both  input  of  the  Medical  Association  and  to  become  aware 
of  other  association  problems  that  might  be  mutual  to  the 
medical  association. 

The  year  was  very  productive  for  me  in  that  I be- 
came more  knowledgeable  of  the  problems  of  the  South 
Dakota  State  Medical  Association  and  methods  by  which 
these  problems  might  be  solved. 

Respectfully  submitted, 

James  E.  Ryan,  M.D. 

Vice  President 

The  reference  committee  reviewed  the  report  of  the  Vice 
President  and  recommends  its  acceptance  as  submitted. 

REPORT  OF  THE  SECRETARY-TREASURER 

As  your  officer,  I attended  the  meetings  of  the  Budget 
and  Audit  Committee,  all  Council  meetings  and  all  Execu- 
tive Committee  meetings  during  the  year. 

The  other  duties  of  my  office  were  carried  out  with  the 
assistance  of  the  executive  secretary  and  the  staff  at  the 
association  office. 

Respectfully  submitted, 

A.  P.  Reding,  M.D. 

Secretary-Treasurer 

The  reference  committee  reviewed  the  report  of  the  Secre- 
tary-Treasurer and  recommends  its  acceptance  as  submitted. 

REPORT  OF  THE  AMA  DELEGATE 

I have  attended  the  House  of  Delegates  meeting  at  the 
Annual  AMA  meeting  in  Atlantic  City,  June  1975.  The 
Clinical  Session  of  the  House  of  Delegates  meeting  was 
attended  in  Honolulu,  Hawaii  on  December,  1975.  All 
Council  meetings  were  attended  and  the  State  Medical 
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Association’s  annual  meeting  was  attended. 

A summary  of  the  activities  of  the  AMA  House  of 
Delegates  has  been  mailed  to  each  of  you  following 
both  meetings. 

My  resignation  as  AMA  Delegate  has  been  submitted. 
Respectfully  submitted, 

Robert  H.  Quinn,  M.D. 

AMA  Delegate 

The  reference  committee  reviewed  the  report  of  the  AMA 
Delegate  and  recommends  its  acceptance  as  submitted. 

REPORT  OF  AMA  ALTERNATE  DELEGATE 

I assumed  the  position  as  alternate  delegate  on  the 
resignation  of  Dr.  Stransky  in  early  1974.  Due  to  prior 
commitments  it  was  not  possible  for  me  to  attend  the  an- 
nual meeting  in  Portland  as  alternate.  However,  it  was  my 
privilege  to  attend  the  mid-year  clinical  convention  with 
our  delegate,  Dr.  Robert  Quinn. 

I have  previously  attended  meetings  of  the  House  of 
Delegates  of  the  AMA  as  an  officer  of  the  South  Dakota 
State  Medical  Association,  and  have  also  attended  similar 
delegates’  meetings  of  the  National  Association  of  Blue 
Shield  plans  as  a representative  of  South  Dakota  Blue 
Shield.  It  is  my  considered  opinion  that  our  state  associa- 
tion should  continue  its  effective  participation  in  this 
democratic  forum.  The  House  of  Delegates  is  the  sounding 
board  for  the  grass  roots  of  medical  practice  in  the  United 
States  and  I’m  sure  you  are  all  aware  of  the  keen  attention 
and  response  that  the  AMA  presently  gives  to  the  actions  of 
the  House  of  Delegates.  I would  further  like  to  compliment 
Dr.  Robert  Quinn  for  his  activities  as  delegate  and  excellent 
representation  of  our  association  to  the  AMA  as  well  as  for 
the  fine  relationship  which  he  has  developed  with  other 
delegates  and  especially  the  delegations  from  our  North 
Central  district. 

Respectfully  submitted, 
lohn  T.  Elston,  M.D. 

Alternate  AMA  Delegate 

The  reference  committee  reviewed  the  report  of  the  Alter- 
nate AMA  Delegate  and  recommends  its  acceptance  as  sub- 
mitted. 

REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

As  Speaker  of  the  House,  all  meetings  of  the  Council 
of  the  SDSMA,  other  than  those  which  occurred  when  I 
was  teaching  at  the  University  of  Tennessee  in  the  spring 
quarter,  were  attended.  Deliberations  of  the  Executive 
Committee  of  the  SDSMA  were  participated  in. 

Chairmen  and  members  of  the  Reference  Committees  of 
the  SDSMA  for  the  1976  annual  meeting  have  been  ap- 
pointed and  will  be  available  for  the  next  annual  meeting 
which  will  be  called  to  order  on  June  11,  1976,  in  Rapid 
City. 

G.  E.  Tracy,  M.D.  of  Watertown  has  consented  to 
serve  as  parliamentarian  during  the  session  to  ensure  that 
business  is  conducted  in  an  orderly  manner. 

Respectfully  submitted, 

J.  B.  Gregg,  M.D. 

Speaker  of  the  House 

The  reference  committee  reviewed  the  report  of  the  Speaker 
of  the  House  and  recommends  its  acceptance  as  submitted. 

REPORT  OF  THE  COUNCILOR  AT  LARGE 

It  has  been  a pleasure  to  attend  the  Council  meetings 
and  participate  in  their  deliberations.  The  officers  of  the 
society  and  the  Council  have  worked  hard  and  diligently 
on  behalf  of  the  profession  and  are  to  be  commended 
for  their  good  work. 

Respectfully  submitted, 

Robert  E.  Van  Demark,  M.D. 

Councilor  at  Large 


The  reference  committee  reviewed  the  report  of  the  Coun- 
cilor at  Large  and  recommends  its  acceptance  as  submitted. 

REPORT  OF  THE  EXECUTIVE  COMMITTEE 

The  Executive  Committee  met  on  multiple  occasions 
during  the  past  year  because  of  the  malpractice  crisis. 
The  only  months  during  which  the  Executive  Committee  did 
not  meet  were  those  months  when  there  were  Council 
Meetings  and  on  at  least  one  occasion  the  Executive 
Committee  did  meet  at  the  time  of  the  Council  Meeting. 

One  of  the  first  meetings  was  July  17,  at  which  time 
the  entire  meeting  was  devoted  to  the  discussion  of  mal- 
practice and  at  that  time  a regularly  scheduled  meeting  for 
the  third  Wednesday  of  each  month  was  established  as  a 
regular  meeting  to  be  held  at  Sioux  Falls  or  at  some  other 
designated  spot  for  the  Executive  Committee. 

The  Committee  met  again  on  August  20,  in  Sioux  Falls, 
and  once  more  the  primary  area  of  concern  was  mal- 
practice. There  were  multiple  meetings  with  the  Bar  As- 
sociation which  members  of  the  Executive  Committee  and 
the  Subcommittee  on  Malpractice  attended.  Voluntary  con- 
tinuing medical  education  was  discussed  at  this  meeting  as 
well  as  peer  review.  It  was  at  this  August  meeting  that  it 
was  recommended  that  the  Council  of  the  South  Dakota 
State  Medical  Association  requests  its  membership  to  vol- 
untarily obtain  50  hours  of  post-graduate  medical  educa- 
tional credits  per  year  based  on  the  SDSMA  standards.  It 
was  recommended  that  a State  Credentials  Committee  also 
be  appointed  to  review  all  memberships  which  the  Districts 
requested  for  renewal  in  the  State  Medical  Association, 
particularly  those  where  there  was  a question  of  level  of 
competence  or  moral  character.  It  was  also  at  this  August 
meeting  that  the  import  of  SoDaPac  was  again  discussed 
and  it  was  felt  that  SoDaPac  should  be  a primary  area  of 
concern  in  the  future.  It  was  also  at  this  meeting  that  a 
$100  assessment  for  malpractice  expense  was  discussed  and 
voted  upon  and  it  was  unanimously  recommended  that  the 
Executive  Committee  recommend  to  the  Council  a $100 
assessment  for  the  general  membership  to  cover  the  costs  of 
malpractice  activities. 

The  Committee  again  met  on  September  6,  1975,  at 
which  time  the  relative  value  study  was  reviewed.  The 
Committee  indicated  that  distribution  to  others  than  mem- 
bers of  the  South  Dakota  State  Medical  Association  should 
be  at  the  discretion  of  the  Executive  Secretary  and  it  was 
at  this  time  that  we  also  learned  that  one  group  in  the 
Medical  Association  was  being  sued  for  fixing  fees  through 
the  relative  value  study — this  was  the  anesthesiologists.  It 
was  also  at  this  time  that  HEW  put  forth  its  new  recom- 
mendations concerning  laboratory  charges  and  the  handling 
fee  which  attending  physicians  will  be  allowed  to  include 
in  their  bills.  The  Executive  Committee  instructed  the 
President  of  the  Medical  Association  to  write  to  the 
director  of  HEW  stating  our  objections  to  this.  This  was 
done  with  some  consternation  and  some  criticism  from 
some  levels.  However,  much  to  our  very  pleasant  surprise 
we  received  a letter  from  the  Secretary  of  HEW  stating 
that  he  felt  our  objections  were  legitimate  and  we  could 
continue  to  bill  as  we  had  in  the  past.  This  is  but  one 
example  of  a voice  crying  in  the  wilderness  that  was  heard 
because  it  represented  500  physicians  in  the  state  of  unified 
and  unanimous  opinion. 

The  Executive  Committee  met  again  on  October  15,  at 
which  time  the  only  area  of  discussion  was  malpractice 
and  a final  look  at  some  of  the  proposed  legislation 
was  entertained  as  well  as  the  discussions  regarding  Bar 
Association  and  Medical  Association  committees. 

The  Executive  Committee  next  met  in  Pierre,  on  Novem- 
ber 18,  at  which  time  the  proposed  HMO  feasibility  study 
for  the  Central  Plains  Clinic  had  been  withdrawn  and  there 
was  a letter  from  the  Rapid  City  Medical  Center  Research 
Foundation  regarding  their  plans  for  an  HMO  in  that  area. 
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The  Executive  Committee  instructed  the  office  to  notify  the 
Black  Hills  District  of  the  letter  received  from  the  Rapid 
City  Medical  Center  Research  Foundation  and  requested  the 
Black  Hills  District  Medical  Society  to  express  any  of  its 
thoughts  or  concerns  not  only  to  the  Rapid  City  Medical 
Center  Research  Foundation  but  also  to  the  State  Office.  At 
this  time,  the  Executive  Committee  also  reviewed  letters 
from  Dr.  Otey  of  Flandreau,  concerning  the  pap  smear  test 
to  be  done  in  South  Dakota  as  a cancer  screening  program. 
Much  discussion  followed  and  it  was  recommended  by  the 
Executive  Committee  that  any  time  in  the  future  that  physi- 
cians in  the  state  are  asked  to  train  paramedical  personnel 
to  do  medical  acts,  those  physicians  be  reauested  to  notify 
the  South  Dakota  State  Medical  Association  prior  to  be- 
coming involved  in  order  that  we  might  have  a handle  on 
all  these  programs  before  they  become  a reality  and  we 
must  fight  them  negatively.  The  Executive  Committee  also 
discussed  the  venereal  disease  program  and  the  Executive 
Committee  had  a lengthy  discussion  about  multiphasic  health 
testing.  As  you  may  or  may  not  be  aware,  the  South 
Dakota  Employees  Association  had  reauested  a van  from 
New  Jersey — this  had  been  at  the  direction  of  their  Execu- 
tive Secretary.  Many  conferences  with  him  were  held  and 
the  ultimate  usphot  is  that  only  250-300  people  appeared 
to  use  the  vans  and  hence  they  went  back  to  New  Jersey 
hopefully  with  their  tail  between  their  legs  never  to  return 
again.  It  has  also  been  requested  of  the  Secretary  of 
Health  that  any  such  requests  immediately  be  forwarded 
to  the  State  Medical  Association  office  for  their  review  at 
the  earliest  possible  moment  should  any  come  in  the 
future.  The  Executive  Committee  also  was  deeply  con- 
cerned about  the  fact  that  a number  of  the  members  of  the 
Speakers  Bureau  did  not  respond  to  an  inquiry  and  the 
Executive  Committee  feared  that  apathy  might  exist  among 
the  general  membership  in  regard  to  the  Medical  Mal- 
practice problems.  It  also  was  at  this  time  that  a letter  was 
received  from  Mr.  John  Zimmer  stating  that  he  was  re- 
signing as  a lobbyist  for  the  State  Medical  Association  dur- 
ing the  legislative  session  and  at  this  meeting  we  also  ap- 
pointed Mr.  Johnson  to  do  all  the  lobbying  himself  and  to 
acquire  such  other  lobbying  help  as  he  might  need  from 
time  to  time  on  a fee  for  service  basis.  The  Committee  also 
reviewed  a letter  from  Dave  Gerdes,  attorney  for  the 
South  Dakota  State  Medical  Association,  which  asked  him 
to  join  the  National  Association  for  Medical  Society  legal 
counsel.  This  was  to  be  submitted  for  review  when  any 
information  on  dues  to  such  association  was  available 
and  anticipated  travel  expenses  which  might  be  charged 
against  the  Association  before  they  could  give  final  ap- 
proval. The  Executive  Committee  at  this  time  recommended 
a study  of  VD  serology  being  done  on  all  premaritals  in 
view  of  the  fact  that  none  had  been  reported  positive 
by  the  State  Health  Department  in  the  past  three  years. 
The  budget  also  was  reviewed  at  this  meeting  and  the 
Executive  Committee  recommended  adoption  by  the  Coun- 
cil. The  Nurse  Practice  Act  was  reviewed  and  at  that  time, 
Dr.  Gregg  and  Mr.  Johnson  were  asked  to  carefully  re- 
view the  proposal  and  make  any  recommendations  for 
changes  on  behalf  of  the  Association. 

The  next  Executive  Committee  meeting  was  on  December 
23,  and  at  this  time  it  was  primarily  again  on  legislation 
but  on  this  occasion  it  was  a conference  call  at  which  time 
the  Family  Practice  Group  had.  again  decided  to  sponsor  a 
Family  Practice  Residency  Program.  Dr.  Friess  presented 
the  background  information  and  the  request  for  $150,000 
from  the  legislature  which  would  ultimately  end  up  to  a 
maximum,  with  yearly  increases  of  $480,000.  Dr.  Sattler 
had  been  asked  to  be  on  the  conference  call  to  discuss  the 
Primary  Care  Residency  program.  There  was  much  discus- 
sion on  this  matter  and  finally  the  President  asked  that  the 
Family  Practice  Residency  group  and  Primary  Care  Resi- 
dency Group  get  together  to  try  to  come  up  with  some 


kind  of  primary  care  residency  support  from  the  legisla- 
ture if  any  were  to  be  asked  for  at  all.  This  was  finally 
decided  and  they  planned  to  meet  in  Sioux  Falls.  Following 
this,  the  malpractice  legislative  program  was  once  more 
reviewed.  The  Executive  Committee  felt  that  the  program 
as  discussed,  while  it  would  have  some  difficulty  in  the 
legislature,  it  was  the  type  of  program  to  follow. 

The  Executive  Committee  again  met  on  February  28, 
and  at  this  time  the  Committee  discussed  a multitude  of 
issues  including  pathology  services  and  the  court  ruling 
from  the  United  States  District  Court  in  the  Northern 
District  of  Illinois.  This  was  referred  for  further  study.  The 
Committee  asked  for  recommendations  for  members  to 
membership  to  AMA  Councils  and  discussed  the  letter  from 
Senator  James  Abourezk  concerning  his  request  to  meet 
with  members  of  the  Association.  It  was  moved  at  that 
time  that  the  Senators  and  Representatives  from  South 
Dakota  be  invited  to  the  Friday  evening  stag  on  June  11,  in 
Rapid  City.  The  Committee  also  agreed  to  allow  the 
President  of  the  Association  the  discretion  of  deciding  which 
state  officials  should  be  invited  to  the  annual  banquet  of  the 
Association.  The  Association  has  also  been  asked  to  name 
three  representatives  to  serve  on  the  South  Dakota  Family 
Planning  Advisory  Committee  and  the  President  asked  for 
recommendations  for  this  to  be  submitted  to  Mr.  Bob 
Johnson  for  appointments  to  be  made  at  a later  date. 
Many  other  items  were  discussed,  but  the  major  discus- 
sions concerned  themselves  with  the  aspects  of  public 
meetings  regarding  HSA  and  the  importance  of  District 
physicians  being  involved  in  the  planning  districts  of  HSA. 
Also  the  public  health  nursing  program  was  discussed  and 
the  committee  appointed  by  the  Secretary  of  Health,  with 
Dr.  John  Knutson  of  Onida  being  appointed  by  the  Medical 
Association  President  as  well  as  Dr.  Larry  Savage.  At  the 
time  of  this  writing  Dr.  Knutson  has  been  named  Chairman 
of  that  committee  and  Dr.  Larry  Savage  unfortunately  has 
not  been  able  to  attend  any  of  the  committee  meetings. 
It  is  the  Presidents’  feeling  that  it  is  terribly  important  that 
input  be  given  to  this  program  since  it  will  decide  the 
future  of  public  health  nursing  in  the  State  of  South  Dakota. 
The  relative  value  study  was  again  discussed  and  it  was 
felt  that  many  problems  were  existent  between  the  four 
digit  and  five  digit  program  and  that  these  must  be  re- 
solved at  the  earliest  possible  date,  and  that  all  physicians 
should  send  any  information,  criticisms  or  recommenda- 
tions that  they  have  to  the  State  Medical  Association  of- 
fice. 

It  is  at  this  time  that  the  negotiations  are  probably  going 
to  become  a factor  regarding  the  Foundation  and  it  was 
felt  by  the  Executive  Committee  that  a method  of  financing 
for  completion  of  the  basement  of  the  State  Medical 
Association  headquarters  should  be  entertained  and  this 
should  be  rented  to  the  Foundation  by  the  Medical  Associ- 
ation. It  was  recommended  by  the  Executive  Committee 
that  the  Council  look  at  this  very  carefully  and  that  the 
figures  substantiate  the  initial  impression  that  the  basement 
be  remodeled  and  the  space  be  rented  to  the  Foundation 
which  theoretically  would  pay  for  itself  in  three  years. 
If  the  Foundation  did  not  utilize  the  space  beyond  that 
time  there  are  many  other  renters  who  were  seeking 
the  space  and  the  finishing  of  the  basement  would  have 
been  accomplished  without  expense  to  the  Medical  Associa- 
tion. It  was  at  that  time  that  the  Executive  Committee  felt 
that  the  special  malpractice  subcommittee  should  begin  work 
on  the  development  of  an  arbitration  plan  to  be  ready  by 
the  time  of  the  House  of  Delegates  meeting  in  Rapid  City 
in  June.  Mr.  Johnson  and  Mr.  Gerdes  were  to  be  the 
consultants  in  the  development  of  this  arbitration  pro- 
gram. At  this  time,  there  was  also  a discussion  of  registra- 
tion fees  for  the  annual  meeting.  The  Executive  Committee 
felt  that  the  registration  fee  should  be  a minimum  of  $60 
for  physicians  and  $40  for  auxiliary  members  and  a reduced 
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fee  for  widows  and  divorced  women. 

The  Executive  Committee  felt  very  strongly  that  the 
annual  meeting  should  not  be  operated  at  a deficit  and 
should  pay  for  itself  each  year.  There  was  a long  discussion 
about  the  very  great  import  of  physicians  becoming  in- 
volved in  the  legislative  process  by  becoming  members  of 
the  House  or  Senate  of  the  State  Legislative  body  in  order 
to  provide  the  greatest  possible  input  for  medicine  into  the 
legislative  procedures  that  exist  in  this  state.  There  was  a 
lengthy  discussion  about  the  priorities  of  the  Association  s 
headquarters  office  since  the  amount  of  work  being  asked 
to  be  done  by  this  Association  office  is  ever  increasing  and 
the  amount  of  time  available  to  do  it  is  becoming  extremely 
scarce.  The  Executive  Committee  felt  that  this  was  a subject 
that  needed  the  attention  of  an  entire  meeting  and  so  a 
special  meeting  was  called  of  the  Executive  Committee 
which  is  to  be  held  on  April  23  and  devoted  entirely  to  the 
subject  of  priorities  and  activities  of  the  South  Dakota  State 
Medical  Association  office. 

At  the  time  of  this  writing,  this  meeting  has  not  yet 
occurred  and  there  will  be  one  more  Executive  Committee 
meeting  before  the  annual  meeting.  It  is  with  a deep  sense  of 
humility  that  I ask  all  of  the  members  of  this  Association 
to  give  their  support  and  heartfelt  gratitude  to  the  Execu- 
tive Committee  for  the  tremendous  support  and  work  they 
have  given  to  the  President  during  this  past  year.  Please 
look  at  the  recommendations  and  resolutions  which  come 
from  the  Executive  Committee  and  give  them  careful  con- 
sideration because  they  have  received  careful  discussion 
and  thought  from  your  Executive  Committee. 

Respectfully  submitted, 

Gerald  E.  Tracy,  M.D. 

Chairman,  Executive  Committee 

The  reference  committee  reviewed  the  report  of  the  Execu- 
tive Committee  and  recommends  its  acceptance  as  submitted. 

REPORT  OF  THE  EXECUTIVE  SECRETARY 
Liaison  with  'District  Societies 

This  past  year  presented  numerous  difficult  challenges 
to  you  and  your  Association.  Throughout  the  year,  Dr. 
Tracy  and  I made  every  attempt  to  keep  in  close,  some- 
times almost  constant  contact  with  the  District  Medical 
Societies  and  their  members  in  an  attempt  to  truly  represent 
your  feelings.  We  visited  each  of  the  twelve  District  Medical 
Societies  at  least  once,  and  in  addition,  made  a swing 
through  the  state  on  a regional  basis  early  in  the  mal- 
practice campaign.  These  meetings  generated  a free  flow  of 
information,  and  the  opinions  of  the  members  throughout 
the  state  were  considered  by  your  leadership  when  making 
final  decisions  on  policy.  The  attendance  at  district  meet- 
ings was  most  gratifying,  and  I hope  all  physicians  will 
continue  to  play  an  active  role  in  Medical  Association  af- 
fairs, both  at  the  District  and  State  levels. 

Public  and  Professional  Relations 

When  a political  candidate  emerges  the  winner,  despite 
potent  opposition  from  special  interest  groups  and  the 
press,  there  is  a standard  way  of  describing  his  success; 
“He  had  everybody  against  him  but  the  people.”  Today, 
that  could  reliably  be  said  of  physicians.  The  polls  show 
we’re  retaining  our  public  esteem,  regardless  of  onslaughts 
from  various  groups  on  Capitol  Hill,  regulatory  agencies, 
etc.  According  to  a recent  survey  by  Louis  Harris,  the 
people  view  physicians  most  favorably.  Topping  the  fifteen 
categories  surveyed  are  medical  specialists,  viewed  favorably 
by  83%  of  the  public.  Family  practitioners  received  an 
81%  favorable  rating.  The  Harris  survey  also  shows  that 
the  public  considers  higher  malpractice  insurance  premiums 
one  of  the  five  major  causes  of  climbing  medical  and 
hospital  costs.  I make  reference  to  this  survey  only  to  point 
out  that  the  el  forts  on  the  part  of  each  individual  physician, 
and  organized  medicine  as  a whole,  are  beginning  to  pay 


the  kind  of  dividends  for  which  we  all  have  hoped.  Un- 
doubtedly the  most  effective  way  to  change  opinions  and  to 
solicit  support  for  programs  of  our  choosing  is  to  take  the 
time  to  explain  our  views  to  our  patients.  Keep  up  the 
good  work!!  It  is  paying  off. 

Commissions  and  Committees 

All  of  the  commissions  of  the  South  Dakota  State 
Medical  Association  met  at  least  twice  during  the  past 
year,  and  a report  of  their  activities  is  included  in  this 
Delegate’s  Handbook.  In  addition  to  the  regular  workload 
of  the  commissions  fell  the  extra  responsibility  this  year  of 
certain  tasks  in  the  area  of  professional  liability.  The  Select 
Malpractice  Committee  requested  assistance  from  the  Legis- 
lative Commission  and  the  Commission  on  Internal  Af- 
fairs, Communications  and  Liaison.  Both  of  these  com- 
missions responded  to  the  call  and  provided  the  much- 
needed  assistance.  Their  deliberations  required  several  spe- 
cial meetings  throughout  the  summer  and  fall  months,  and 
the  chairmen  and  commission  members  deserve  our  special 
thanks  for  a job  well  done.  I have  been  particularly  pleased 
by  the  attendance  at  all  commission  meetings  and  personally 
feel  that  the  crisis  they  faced  this  past  year  has  truly  tested 
our  commission  structure.  As  anticipated,  they  met  each 
and  every  challenge  in  a most  responsive  manner.  In 
addition  to  the  four  standing  commissions  of  the  Associa- 
tion, the  Grievance  Commission  and  the  Executive  Com- 
mission met  numerous  times  during  the  year.  The  work- 
load of  these  two  commissions  also  increased  tremendously 
and  the  dedication  of  their  members  contributed  greatly  to 
solving  the  many  problems  referred  to  them.  The  Select 
Malpractice  Committee,  the  Continuing  Medical  Educa- 
tion Committee  and  the  State  Utilization  and  Insurance 
Review  Committee  also  functioned  in  a most  efficient 
manner.  The  Select  Malpractice  Committee  shared  a tre- 
mendous responsibility  during  this  past  year,  and  under  the 
able  leadership  of  Dr.  Odland,  his  committee  spent  un- 
told hours  on  behalf  of  the  profession.  Having  worked 
closely  with  these  commissions  and  committees,  I can  as- 
sure you  that  these  members  all  deserve  our  special 
thanks. 

Legislation 

During  the  Fifty-first  Legislative  Session,  your  Associa- 
tion had  twelve  sponsored  bills  and  two  endorsed  bills. 
Sponsored  bills  are  bills  for  which  we  are  primarily  responsi- 
ble. We  must  provide  the  impetus  to  get  such  bills  passed. 
Endorsed  bills  are  bills  which  we  strongly  encourage  the 
Legislature  to  pass  and  for  which  we  accept  a varying 
degree  of  responsibility.  During  this  session  there  were 
three  bills  which  we  originally  opposed  with  one  additional 
bill  being  opposed  in  the  later  part  of  the  session.  We  also 
followed  seven  bills  of  interest.  During  the  course  of  the 
session,  your  lobbyists  made  48  different  committee  ap- 
pearances, drafted  32  floor  speeches,  canvassed  committees 
41  times  and  canvassed  the  floor  of  the  House  and  Senate 
on  24  different  occasions.  I feel  we  have  much  to  gain  in 
planning  for  next  year  by  looking  at  certain  things  which 
happened  in  1976.  It  is  my  opinion  that  we  must  very 
carefully  weigh  our  priorities  for  1977  and  not  deviate 
from  such  priorities  unless  unforeseen  matters  develop  be- 
yond our  control.  We  can  anticipate  that  certain  pieces  of 
legislation  will  once  again  be  introduced  in  1977  and  we 
should  begin  laying  out  our  posture  now.  We  can  be 
reasonably  certain  that  legislation  once  again  will  be  intro- 
duced to  repeal  the  South  Dakota  anti-substitution  law  as  it 
pertains  to  generic  drugs.  I am  convinced  that  the  sponsors 
of  this  legislation  will  be  better  prepared  and  more  time 
will  be  required  to  defeat  such  legislation  if  it  is  to  con- 
tinue to  be  a priority  item  for  our  Association.  We  can  also 
be  certain  that  chiropractic  will  once  again  be  a major 
battle  in  our  Legislature.  If  this  issue  is  to  continue  to  be  a 
priority  for  our  Association,  we  must  begin  work  im- 
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mediately  to  defeat  such  measures,  for  the  opposition  will 
use  the  interim  months  to  good  advantage,  and  this  bill 
will  be  their  primary  thrust.  It  has  been  stated  many  times 
before,  but  I feel  it  deserves  restating,  that  chiropractic  is 
a politically  sophisticated  opponent  and  is  well  organized. 
The  chiropractors  have  also  become  very  active  in  politics 
on  a local  level,  becoming  county  chairmen  of  their 
respective  parties  and  exerting  considerable  influence  from 
this  vantage  point.  They  have  further  been  campaign  chair- 
men for  many  legislators  and  have  contributed  financially, 
both  of  personal  monies  and  political  action  committee 
funds  to  legislators.  The  1977  Legislature  may  well  be  con- 
fronted with  several  bills  relating  to  health  planning  and 
such  bills  will  undoubtedly  require  careful  review  on  the 
part  of  our  Association. 

Although  I feel  considerable  progress  was  made  in  help- 
ing to  relieve  the  malpractice  crisis,  the  job  is  far  from 
complete,  and  I am  certain  our  Association  will  want  to 
submit  or  resubmit  reforms  to  the  next  legislative  session. 
The  program  calling  for  state  support  of  primary  care  resi- 
dencies must  be  reintroduced  to  the  1977  session  and  will 
require  some  major  revamping  if  it  is  to  be  truly  meaning- 
ful. This  could,  especially  in  light  of  the  closing  days  of  the 
1976  session,  require  a great  deal  of  preparation  and  time. 
I am  firmly  convinced  that  we  should  attempt  to  restrict 
our  areas  of  legislative  interest  if  we  are  to  be  truly  success- 
ful in  future  years.  Our  priorities  must  be  established  early 
and  we  must  begin  working  now. 

Looking  to  the  Future 

Over  the  past  two  years,  the  South  Dakota  Foundation 
for  Medical  Care  has  been  operating  under  a planning 
grant  to  establish  a peer  review  system  which  will  best 
fit  the  needs  of  South  Dakota.  The  Foundation  has  been 
notified  recently  that  their  planning  status  will  be  termi- 
nated, and  the  Foundation  will  continue  its  work  in  a con- 
ditional phase.  Dr.  Muggly,  Chairman  of  the  Board  of 
Directors,  and  all  of  the  directors  have  spent  considerable 
time  in  developing  a system  which  they  feel  will  be  con- 
ducive to  the  private  practice  of  medicine  and  to  the  dis- 
tribution of  the  highest  quality  of  medical  care.  Your  con- 
tinued cooperation  in  the  months  ahead  will  greatly  en- 
hance the  opportunity  for  the  successful  development  of 
their  program.  The  National  Health  Planning  and  Re- 
sources Development  Act  is  now  being  implemented  across 
the  country,  and  continued  physician  surveilance  of  this 
law  is  imperative  if  we  are  to  continue  to  be  able  to  prac- 
tice medicine  freely  with  the  least  possible  governmental 
interference.  On  March  25,  1976,  Senator  Herman  Tal- 
madge  introduced  the  Medicare-Medicaid  Administrative 
and  Reimbursement  Reform  Act  which,  if  enacted  in  its 
present  form,  would  have  a most  serious  effect  on  the 
private  practice  of  medicine.  I feel  that  physicians  must 
continue  to  be  well  informed  on  all  new  programs  which 
will  affect  them  or  their  ability  to  care  for  their  patients  in 
a most  efficient  manner.  We  must  continue  to  let  our  con- 
cerns be  known,  but  possibly  more  importantly,  we  should 
begin  to  develop  positive  programs  which  will  more  ap- 
propriately respond  to  our  needs  and  the  needs  of  our 
patients. 

Summary 

All  in  all,  your  executive  secretary  feels  that  this  has 
been  a most  trying  but  productive  year.  The  South  Dakota 
State  Medical  Association  has  demonstrated  its  ability  to 
function  well  under  pressure  and  once  again  has  demon- 
strated our  position  of  leadership  in  directing  responsible 
change  in  matters  affecting  the  delivery  of  health  services  in 
South  Dakota.  None  of  these  achievements  has  come  easily 
and  it  has  required  the  talent  and  dedication  of  your  com- 
mission and  committee  members,  and  your  officers  and 
councilors  who  provided  the  best  possible  solutions.  It 
truly  has  been  the  pleasure  of  your  staff  to  work  with  such 


highly  motivated  and  dedicated  physicians.  This  report 
most  certainly  would  not  be  complete  without  my  extend- 
ing a special  tribute  to  Dr.  G.  E.  Tracy,  our  president.  Dur- 
ing this  year  Dr.  Tracy  was  called  upon  to  lead  the  As- 
sociation, often  at  a great  personal  sacrifice  to  himself,  his 
family  and  his  associates.  Without  a word  of  complaint  Dr. 
Tracy  gave  freely  of  his  time  and  talent  to  help  the  Associa- 
tion. At  all  times  Dr.  Tracy  made  one  proud  to  be  as- 
sociated with  the  medical  profession  and  represented  his 
Association  well,  whether  it  be  to  the  lay  public  or  govern- 
mental bodies. 

Respectfully  submitted, 

Robert  D.  Johnson 
Executive  Secretary 

The  reference  committee  reviewed  the  report  of  the  Execu- 
tive Secretary  and  recommends  its  acceptance  as  submitted. 

REPORT  OF  THE  FIRST  DISTRICT  COUNCILOR 

The  Aberdeen  District  Medical  Society  met  on  February 
5,  1975,  at  the  Aberdeen  Country  Club.  The  following 
physicians  were  elected  to  the  positions  as  shown:  Board  of 
Censors:  Juan  Chavier,  M.D.;  Delegates:  A.  J.  Janusz, 
M.D.,  J.  I.  Hovland,  M.D.  and  R.  K.  Mestrich,  M.D.; 
Alternates:  John  Christopher,  M.D.,  Juan  Chavier,  M.D., 
and  E.  A.  Rudolph,  M.D. 

R.  E.  Van  Demark,  M.D..  president  of  the  South  Dakota 
State  Medical  Association  and  Mr.  Robert  Johnson,  execu- 
tive secretary,  were  present  to  report  on  the  political 
activities  of  the  State  Medical  Association,  including  prob- 
lems associated  with  malpractice. 

A District  Medical  Society  meeting  was  held  on  March 
5,  1975.  The  business  of  the  meeting  included  a discussion 
of  malpractice  by  Dr.  Odland,  chairman  of  the  Mal- 
practice Committee.  A motion  was  made  and  carried  to 
oppose  the  thermography  program  for  detection  of  breast 
cancer.  A scientific  program  by  Dr.  Francis  Welsh,  dis- 
cussing gastroenterology  and  endoscopy  was  presented. 

The  April  meeting  was  held  on  April  2,  1975.  Under 
old  business,  a report  of  the  Malpractice  Committee  was 
given  by  Dr.  Odland.  A resolution  was  passed  defining 
the  crisis  of  malpractice  and  its  effects  in  jeopardizing  the 
future  of  medical  care.  The  essence  of  the  resolution  was 
that  the  District  Medical  Society  is  100%  behind  the  State 
Medical  Association  in  its  actions  relative  to  this  problem. 
A scientific  presentation  by  Dr.  Haberman  on  thermography 
concluded  the  evening. 

A meeting  was  held  on  May  7,  1975,  at  the  Aberdeen 
Country  Club.  Gary  Wessler  of  the  South  Dakota  State 
Vocational  Rehabilitation  office  spoke  to  the  Society  on 
what  could  be  offered  to  patients  in  the  community. 

The  next  meeting  of  the  District  Medical  Society  was 
held  on  September  3,  1975,  at  the  Aberdeen  Country 
Club.  A report  on  the  malpractice  situation  was  given.  The 
State  Medical  Association  committee  is  working  hard  on 
the  problem,  but  a satisfactory  solution  is  not  expected 
in  the  immediate  future.  A letter  from  Mr.  Robert  John- 
son indicated  that  the  Council  of  the  SDSMA  has  recom- 
mended that  each  district  medical  society  draw  up  a plan 
to  provide  high  school  athletic  physical  examinations  to  the 
schools  in  the  area.  It  was  felt  that  in  the  Aberdeen  area,  no 
formal  plan  is  necessary,  as  the  Aberdeen  District  Medical 
Society  has  been  covering  the  area  in  its  current  method 
of  operation.  A presentation  by  American  Health  Profiles 
was  given  by  representatives  of  that  organization,  regarding 
the  multi-phasic  screening  project  which  they  will  be  carry- 
ing out  in  the  Aberdeen  area.  Endorsement  was  not 
sought.  The  material  was  presented  for  information. 

A meeting  was  held  on  October  1,  1975,  at  the  Aber- 
deen Country  Club.  Two  new  physicians  in  the  community, 
Dr.  Merritt  Stark  and  Dr.  Peter  Carter,  were  introduced 
to  the  group.  A discussion  of  the  nurse-practitioner  took 
place.  The  guest  speaker  was  Dr.  Charles  Baumgartner 
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of  Meadowbrook  Clinic,  St.  Louis  Park,  who  talked  on 
“Newer  Aspects  of  Diabetes.” 

A meeting  was  held  on  November  5,  1975,  at  the 
Aberdeen  Country  Club.  Dr.  Norgello  was  unanimously 
approved  for  honorary  life  membership  in  the  South  Dakota 
State  Medical  Association.  The  multiphasic  testing  pro- 
gram was  again  discussed.  Several  members  of  the  Society 
voiced  opposition  to  the  program.  The  Nominating  Com- 
mittee submitted  the  following  names  for  officers  for 
1976:  President,  Dr.  David  Seaman;  Vice  President,  Dr. 
J.  A.  Eckrich,  Jr.;  Secretary,  Dr.  Peter  Kamperschroer.  Dr. 
Taylor  encouraged  the  members  of  the  District  Medical 
Society  to  donate  to  SoDaPac.  The  scientific  program  was 
presented  by  Dr.  Arnold  Leonard  who  talked  about  pediat- 
ric surgical  emergencies. 

A meeting  was  held  on  December  3,  1975,  at  the  Aber- 
deen Country  Club.  Dr.  David  Seaman  was  elected  presi- 
dent for  1976;  Dr.  J.  A.  Eckrich,  Jr.,  was  elected  vice- 
president;  and  Dr.  William  Sweeny  was  elected  secretary- 
treasurer.  Dr.  Paul  Leon  will  serve  on  the  Board  of 
Censors. 

The  Aberdeen  District  Medical  Society  met  on  January 
7,  1976,  at  the  Holiday  Inn.  Dr.  Thomas  Stillman,  As- 
sistant Professor  of  Rheumatology,  Hennepin  County  Hos- 
pital, Minneapolis,  Minnesota,  gave  an  instructive,  lengthy 
and  very  informative  discussion  on  rheumatoid  arthritis. 

The  February  meeting  was  held  on  February  4,  at  the 
Aberdeen  Country  Club.  Dr.  J.  P.  Carson  of  Bismarck, 
North  Dakota,  gave  a detailed,  illustrated  presentation 
on  pneumonitis,  discussing  hemorrhagic,  influenzal  and 
varicella  types  and  a 20  case  study  of  Hong  Kong  flu 
which  occurred  in  Bismarck,  North  Dakota.  This  study 
was  in  conjunction  with  the  Center  for  Disease  Control 
in  Atlanta,  Georgia.  The  specific  viruses  were,  “A”  (Vic- 
toria) type,  as  well  as  “B”  type.  Pseudomonas,  staphylococ- 
cal and  streptococcal,  secondary  invaders  of  the  above 
were  discussed.  Drs.  Rudolph  and  Calene  were  voted 
honorary  life  members  of  the  Aberdeen  District  Medical 
Society.  Legislative  bills  were  discussed  as  well  as  the  family 
practice  residency  program.  A report  on  the  Haberman 
thermography  studies  was  given  by  Dr.  W.  B.  Odland. 

A meeting  was  held  on  March  3,  at  which  time  the 
District  hosted  Dr.  Gerald  Tracy,  president  of  the  South 
Dakota  State  Medical  Association,  and  Robert  Johnson, 
executive  secretary.  The  program  consisted  of  a detailed 
report  of  the  legislative  results  of  the  1976  legislative  ses- 
sion, with  particular  reference  to  malpractice,  chiropractic 
and  family  practice  residency  bills.  A discussion  on  the 
necessity  of  establishment  of  priority  to  legislative  issues 
was  given  by  Robert  Johnson.  Dr.  Tracy  emphatically 
and  concisely  indicated  the  need  for  increased  participation 
in  the  activities  of  the  South  Dakota  State  Medical  As- 
sociation and  the  American  Medical  Association  and  es- 
poused the  cause  and  the  need  for  continuing  medical 
education  for  physicians  in  South  Dakota. 

The  April  meeting  of  the  Aberdeen  District  Medical 
Society  was  held  on  April  1,  1976.  The  program  consisted 
of  a well  prepared  lecture  and  slide  presentation  by  Dr. 
Carson  Murdy  on  the  effects  of  diving  on  body  physiology 
and  the  nature  of  accidents  and  injuries  occurring  in  diving 
mishaps.  A brief  discussion  reiterating  the  need  for  partici- 
pation in  SoDaPAC  took  place.  It  was  also  moved  by  the 
District  Medical  Society  that  the  Council  be  apprised  of 
the  inequitable  situation  existing  regarding  State  Welfare 
medical  payments.  It  was  indicated  by  members  of  the 
District  that  there  are  varying  bases  for  compensation  from 
one  physician  to  another. 

Respectfully  submitted, 

W.  B.  Odland,  M.D. 

Councilor,  First  District 

The  reference  committee  reviewed  the  report  of  the  Coun- 


cilor from  the  First  District  Medical  Society  and  recom- 
mends its  acceptance  as  submitted. 

REPORT  OF  THE  SECOND  DISTRICT  COUNCILOR 

Officers  for  1976 
President  — Dr.  Parry  Nelson 
Vice  President  — Dr.  John  Rittmann 
Secretary-Treasurer  — Dr.  John  Stransky 
Censors  — Dr.  Fedt  (3  years) 

Dr.  Allen  (2  years) 

Dr.  Rud  (1  year) 

Delegates  — Dr.  Larson  (2  years) 

Dr.  Rud  (1  year) 

Alternate  Delegates  — Dr.  Hughes  (Larson) 

Dr.  Hanson  (Rud) 

Utilization  Committee  — Dr.  Anderson  (3  years) 

Dr.  Brakss  (2  years) 

Dr.  Larson  (1  year) 

The  following  programs  were  presented  at  the  Water- 
town  District  Medical  Society  meetings  during  the  last 
year: 

March  4,  1975 — Dr.  Karl  L.  Wegner,  Dean  of  the 
Medical  School,  gave  a progress  report  on  the  status  of 
the  Medical  School.  Dr.  Jack  Mobley,  Assistant,  talked 
about  the  curriculum  layout. 

April  1,  1975— Mr.  Ellis  Hanson,  Watertown  insurance 
agent,  gave  a presentation  on  “Professional  Liability  In- 
surance.” 

May  6,  1975 — Mr.  Harold  Gray,  Watertown,  Coordinator 
of  the  Health  Fair  to  be  sponsored  by  the  LPN  Nursing 
School  in  Watertown,  presented  information  concerning 
the  Health  Fair. 

June,  July,  August — No  meetings. 

September  2,  1975 — Combined  meeting  Watertown  Dis- 
trict Medical  Society  and  the  District  Auxiliary. 

September  8,  1975 — Special  meeting  of  the  Watertown 
District  Medical  Society  for  the  purpose  of  discussing  the 
Radiology  and  Pathology  situation  within  the  city  of  Water- 
town. 

October  7,  1975 — No  scientific  program. 

November  4,  1975 — Annual  visitation  SDSMA  President 
and  Executive  Secretary. 

December  2,  1975 — Dr.  G.  R.  Bartron  talked  regarding 
the  Medical  Malpractice  Crisis.  Area  legislators  from  Deuel, 
Clark,  and  Codington  County  were  present  for  the  meeting 
and  for  the  program. 

January  6,  1976 — Dr.  Thomas  Stillman,  Director  of 
the  Division  of  Rheumatology  at  Hennepin  County  Medical 
Center,  presented  a program  on  the  diagnosis  and  treat- 
ment of  rheumatoid  arthritis. 

February  3,  1976 — Dr.  Heinrichs  gave  a report  on  the 
bills  now  pending  before  the  legislature  and  their  current 
status. 

March  2,  1976 — Dr.  Donald  Anderson,  Watertown,  pre- 
sented a program  on  the  “Tachycardia-Bradycardia  Syn- 
drome” with  appropriate  handouts. 

April  6,  1976 — Dr.  C.  Rodney  Stoltz  and  Roger  Fox, 
Watertown  attorney,  presented  a program  on  rape. 
Respectfully  submitted, 

G.  Robert  Bartron,  M.D. 

Councilor,  Second  District 

The  reference  committee  reviewed  the  report  of  the  Second 
District  Councilor  and  recommends  its  acceptance  as  sub- 
mitted. 

REPORT  OF  THE  THIRD  DISTRICT  COUNCILOR 

The  members  of  the  Third  District  Medical  Society 
met  at  the  Staurolite  Inn  in  Brookings  on  Thursday, 
April  10,  1975.  The  clinical  program  was  a summary 
of  coronary  stress  testing  by  Dr.  Roberts  and  Dr.  Nanson, 
followed  by  the  regular  business  meeting. 
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On  Thursday,  May  8,  1975,  members  of  the  Third 
District  Medical  Society  met  at  the  Silver  Bell  Cafe 
in  Volga.  This  was  followed  by  a clinical  program  by 
Dr.  Russell  Orr,  gynecologist  from  Sioux  Falls.  Following 
the  clinical  presentation,  all  resolutions  coming  before  the 
House  of  Delegates  were  discussed  and  recommendations 
given  to  the  representative  members  of  the  society. 

Additional  meetings  of  the  Third  District  Medical  Society 
were  held  in  Madison  in  August  of  1975;  in  Brookings  in 
October  of  1975;  in  Flandreau  in  December  of  1975. 

The  last  meeting  of  the  Third  District  Medical  Society 
was  held  in  February,  1976,  at  the  Staurolite  Inn  in 
Brookings.  The  clinical  session  was  given  by  Dr.  Mutch 
and  Dr.  Hosen  of  Sioux  Falls  followed  by  the  business 
meeting. 

The  current  officers  of  the  Third  District  Medical  Society 
are  Dr.  J.  L.  Reagan,  Madison,  President;  Dr.  Curtis  Wait, 
Vice  President;  Dr.  Ron  Tesch,  Brookings,  Secretary-Treas- 
urer. 

Respectfully  submitted, 

Bruce  Lushbough,  M.D. 

Councilor,  Third  District 

The  reference  committee  reviewed  the  report  of  the  Third 
District  Councilor  and  recommends  its  acceptance  as  sub- 
mitted. 

REPORT  OF  THE  FOURTH  DISTRICT  COUNCILOR 

The  4th  District  met  on  January  5,  1976.  Officers 
elected  were:  C.  L.  Swanson,  M.D.,  President;  Barbara 
Spears,  M.D.,  Vice-President;  J.  T.  Cowan,  M.D.,  Secretary- 
Treasurer;  Ray  Owens,  M.D.,  Censor;  M.  R.  Cosand, 
M.D.  was  nominated  for  the  Utilization  Review  Committee, 
also  as  the  Delegate.  R.  C.  Jahraus,  M.D.  was  placed  on 
the  Foundation  of  Medical  Care.  Dr.  Spears  was  placed  on 
the  Committee  for  Diabetes. 

At  this  meeting  we  had  the  privilege  and  pleasure  of 
having  the  South  Dakota  State  Medical  Association  presi- 
dent, Dr.  Tracy,  as  a guest.  Mr.  Robert  Johnson,  the 
executive  secretary,  also  joined  us. 

The  following  subjects  were  discussed  at  the  meeting: 
(a)  Federal  requirements  for  nursing  homes;  (b)  the 
Auxiliary;  (c)  The  development  of  the  doctors  lower  pro- 
file; (d)  The  accreditation  for  State  members  in  which 
eventually  a mandatory  50  hours  of  study,  or  post-graduate 
training  will  be  required;  (e)  The  malpractice  issue  was 
discussed  and  the  reports  from  the  Legislative  Research 
Council  were  given;  (f)  The  assessment  of  $100  and  what 
it  was  for;  (g)  The  Family  Practice  funding  grant;  (h)  Dr. 
Jahraus  discussed  SoDaPAC,  and  asked  that  the  members 
please  join  and  send  money;  (i)  Bob  Johnson  talked  about 
the  American  Medical  Association  and  its  actions;  also  the 
actions  in  regard  to  the  Bylaws,  the  Huron  Hospital,  the 
malpractice  issue,  chiropractors,  Relative  Value  Study,  the 
AMA  suit  and  restraint  of  free  trade.  He  also  talked  on 
SoDaPAC  and  the  Nurse  Practice  Act,  which  is  being 
changed,  (j)  Malpractice  and  the  health  testing  or  screening 
vans  that  have  been  of  great  concern  to  the  physicians  in 
South  Dakota.  The  meeting  was  enjoyed  by  all. 

The  second  meeting  was  planned  for  March  9,  1976. 
This  meeting  was  a special  meeting  called  in  order  to 
present  names  to  the  South  Dakota  Family  Planning 
Advisory  Council.  The  names  submitted  were  B.  O.  Lind- 
bloom,  M.D.,  R.  C.  Jahraus,  M.D.,  and  Barbara  Spears, 
M.D.  Also  at  this  meeting  the  members  suggested  for  the 
Councils  at  the  American  Medical  Association  level  are 
as  follows:  Council  on  Medical  Education,  R.  C.  Jahraus, 
M.D.;  Council  on  Medical  Service,  A.  J.  Tieszen,  M.D.; 
Council  on  Long  Range  Planning  and  Development,  J.  T. 
Cowan,  M.D.;  Council  on  Continuing  Medical  Studies, 
Barbara  Spears,  M.D.;  Council  on  Scientific  Affairs,  H.  E. 
Werthmann,  M.D.;  Council  on  Constitution  and  Bylaws, 
L.  C.  Askwig,  M.D.;  Judicial  Council,  C.  L.  Swanson,  M.D. 


These  names  were  also  submitted  beforehand  to  Robert 
Johnson  for  his  approval.  The  entire  meeting  was  spent 
discussing  the  advances  made  in  malpractice  and  other  is- 
sues. Another  meeting  is  being  planned  for  April  20,  1976. 
A guest  speaker,  possibly  from  the  Van  Demark  group  will 
be  available  at  that  meeting. 

Respectfully  submitted, 

C.  L.  Swanson,  M.D. 

Councilor,  Fourth  District 

The  reference  committee  reviewed  the  report  of  the  Fourth 
District  Councilor  and  recommends  its  acceptance  as  sub- 
mitted. 

REPORT  OF  THE  FIFTH  DISTRICT  COUNCILOR 

The  Huron  District  meetings  of  this  reporting  year  were 
held  first  on  9/25/75.  The  meeting  was  well  attended  at 
the  Marvin  Hughitt  Hotel  Gold  Room  and  the  main  pro- 
gram was  Dr.  Gerald  Tracy’s  reporting  of  State  activities 
concerning  legislation  on  malpractice. 

On  12/3/75,  we  met  again  in  Huron,  at  the  Hickory 
House  Motor  Inn  with  two  Sioux  Falls  surgeons  on 
our  program:  Dr.  Robert  Nelson  spoke  on  surgical  ap- 
proach to  abdominal  aortic  aneurisms.  The  second  speaker 
was  Dr.  Robert  Willix  whose  topic  was  vascular  surgery 
for  strokes.  Both  speakers  evoked  many  questions  from  the 
doctors  in  attendance.  Dr.  Leigh  brought  the  group  up  to 
date  on  plans  for  the  upcoming  session  of  the  state  legisla- 
ture. 

On  3/24/76,  our  most  recent  meeting  was  held  at  the 
Marvin  Hughitt  Hotel  with  a program  on  Diabetes  by 
Dr.  Fred  Holfeldt,  Jr.,  of  Fargo,  North  Dakota.  He  focused 
on  new  research  in  diabetes  and  present  day  management  of 
difficult  cases. 

Our  next  meeting  will  be  held  May  14,  1976,  to  instruct 
the  delegates  prior  to  the  annual  meeting  in  Rapid  City. 
Respectfully  submitted, 

David  J.  Buchanan,  M.D. 

Councilor,  Fifth  District 

The  reference  committee  reviewed  the  report  of  the  Fifth 
District  Councilor  and  recommends  its  acceptance  as  sub- 
mitted. 

REPORT  OF  THE  SIXTH  DISTRICT  COUNCILOR 

The  Sixth  District  Medical  Society  had  five  meetings 
in  the  past  year.  The  programs  at  those  meetings  in- 
cluded a visit  by  the  state  president,  Dr.  Gerald  Tracy, 
with  a discussion  of  the  malpractice  crisis  and  legisla- 
tive activities  of  the  SDSMA  in  regard  to  that.  The 
other  meetings  were  programs  given  by  members  of  the 
Sixth  District  Medical  Society,  Dr.  C.  Monson,  Dr.  D. 
Weatherill  and  Dr.  R.  Gere. 

The  new  officers  for  1976  were  elected  in  January 
and  are  as  follows:  President,  Dr.  Charles  Monson;  Sec- 
retary-Treasurer, Dr.  B.  R.  Skogmo;  Delegates,  Dr.  J.  O. 
Mabee  and  Dr.  C.  Monson;  Alternate  Delegates,  Dr.  R.  G. 
Gere  and  Dr.  John  Judge;  Councilor,  Dr.  H.  R.  Lewis; 
Alternate  Councilor,  R.  G.  Gere.  The  April  8th  meeting 
includes  the  scientific  paper  being  given  by  Dr.  Weatherill 
and  will  include  a discussion  of  past  legislative  actions 
regarding  malpractice  and  the  present  status  of  malpractice 
in  South  Dakota. 

Respectfully  submitted, 

H.  R.  I^ewis,  M.D. 

Councilor,  Sixth  District 

The  reference  committee  reviewed  the  report  of  the  Sixth 
District  Councilor  and  recommends  its  acceptance  as  sub- 
mitted. 

REPORT  OF  THE  SEVENTH  DISTRICT  COUNCILOR 

The  Seventh  District  Medical  Society  met  on  the  1st 
Tuesday  of  each  month,  except  for  the  summer  months. 


AUGUST  1976 
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Programs  for  the  most  part  were  confined  to  political 
and  socioeconomics  of  medical  practice  and  periodic  up- 
dating reports  regarding  the  progress  of  the  Medical  School. 
The  Scientific  program  was  held  September  2,  1975  at 
which  time  Dr.  Arnis  Grundberg  from  Des  Moines,  Iowa, 
spoke  on  flexor  tendon  injuries  of  the  hand. 

At  the  December  meeting,  election  of  officers  was  car- 
ried out  and  Dr.  Richard  Gunnarson  was  elected  president; 
Dr.  Guy  Tam  was  elected  vice-president;  Dr.  W.  A. 
Boade  was  elected  secretary;  and  Dr.  Frank  Alvine  was 
elected  treasurer.  Dr.  Durward  Lang  was  elected  Coun- 
cilor, whose  term  is  to  begin  in  1976  and  expire  in  1979. 
The  Delegates  elected  were:  Dr.  R.  E.  Gunnarson,  Dr. 
Guy  Tam.  Dr.  W.  A.  Boade,  Dr.  Lowell  Hyland,  Dr.  D.  G. 
Ortmeier,  Dr.  E.  D.  Kemp,  and  Dr.  T.  R.  Angelos.  Alter- 
nate delegates  elected  were:  Dr.  B.  G.  Church,  Dr.  Richard 
Nice,  Dr.  Frank  Alvine,  Dr.  Dennis  Johnson,  Dr.  Allan 
Hartzell,  Dr.  Daryl  Wierda  and  Dr.  Warren  Jones. 

Dr.  Gerald  E.  Tracy,  president  of  the  South  Dakota 
State  Medical  Association,  was  the  guest  speaker  in  October 
and  gave  a broad  update  of  the  malpractice  problem  and 
possible  solutions. 

In  November,  1975,  a proposal  was  made  to  study  the 
feasibility  of  an  HMO  for  the  Sioux  Falls  area.  The  7th 
District  Medical  Society  went  on  record  as  not  being  in 
favor  of  a feasibility  study. 

The  7th  District  Medical  Society  submitted  a nomination 
for  the  community  service  award  of  Dr.  Jack  Elston  of 
Rapid  City. 

In  December,  1975,  a meritorious  service  medal  was 
presented  to  Lt.  Col.  Ron  Wyatt,  by  Dr.  Rossing,  president 
of  the  District  Society.  Information  appropriate  to  this 
award  was  sent  to  the  local  newspaper. 

During  the  March  meeting  an  informative  program  re- 
garding Health  Service  Agencies  was  presented  and  Mr. 
Robert  Johnson,  Mr.  Jon  Soderholm  and  Mr.  Lester  Kinstad 
participated  in  this. 

Also  during  the  March  meeting,  the  following  nomina- 
tions for  the  AMA  Councils  were  proposed:  Dr.  Quinn 
was  nominated  for  a position  on  the  Judicial  Council; 
Dr.  Karl  Wegner  was  nominated  for  a position  on  the 
Council  of  Medical  Education;  and  Dr.  Lloyd  Sweeney  was 
nominated  for  a position  on  the  Council  on  Continuing 
Medical  Education. 

The  February  meeting,  as  per  custom,  was  a nonbusiness 
meeting  at  which  the  wives  were  hosted  and  entertained. 
Respectfully  submitted, 

B.  J.  Begley,  M.D. 

Councilor,  Seventh  District 

The  reference  committee  reviewed  the  report  submitted  by 
the  Seventh  District  Councilor  and  recommends  its  accept- 
ance as  submitted. 

REPORT  OF  THE  EIGHTH  DISTRICT  COUNCILOR 

The  Yankton  District  Society  met  on  four  occasions 
during  the  last  year. 

On  April  10,  it  was  determined  to  retain  the  entire 
slate  of  officers  for  one  more  year,  which  included  Dr. 
Holzwarth  as  president;  Dr.  Fletcher  as  treasurer,  and 
Dr.  Held  as  secretary.  Routine  business  meeting  was  held, 
at  which  Dr.  Porter,  Dr.  Fletcher  and  Dr.  Thornton 
were  approved  as  delegates.  Speaker  for  the  evening  was 
Dr.  Larry  Doyle  from  the  Yankton  Human  Services  Center. 
His  message  was  mainly  directed  to  the  legality  of  com- 
mitment and  treatment  at  that  institution. 

On  September  24,  1975,  the  second  meeting  was  held. 
A Speaker’s  Bureau  was  formed  concerning  the  crisis  in 
malpractice  insurance.  The  Physicians  Speaker’s  Bureau 
for  this  district  consisted  of  Drs.  Held,  Savage,  Hubner 
and  Sattler.  It  was  agreed  at  this  meeting  that  the  district 
will  do  all  that  it  could  to  see  that  high  school  physical 
examinations  for  our  entire  area  would  be  accomplished 


without  difficulty,  particularly  for  the  smaller  surrounding 
communities  that  may  not  have  doctors.  At  this  meeting,  a 
resolution  was  made  to  the  effect  that  each  member  should 
participate  in  one  of  several  methods  of  continuing  educa- 
tion as  follows:  1)  AMA  Physicians  Award  Program,  2) 
American  Association  of  Family  Practice,  3)  Participate  in 
Medical  School  teaching.  Dr.  Saloum  of  Tyndall  reported 
the  difficulty  of  small  towns  to  find  volunteers  to  man  the 
ambulance  service  due  to  the  rather  severe  training  pro- 
gram required  by  Federal  law. 

On  December  4,  the  District  met.  No  unusual  business 
was  transacted.  We  were  addressed  by  Dr.  Donta  of  the 
University  of  Iowa  Medical  School  on  the  subject  of 
“Fever  of  Unknown  Origin.” 

On  February  12,  1976,  a brief  report  on  legislative 
progress  was  made  to  the  group.  Dr.  Gordon  Held  was 
nominated  to  be  on  the  District  VIII  State  Nominating 
Committee. 

Respectfully  submitted, 

D.  B.  Reaney,  M.D. 

Councilor,  Eighth  District 

The  reference  committee  reviewed  the  report  of  the  Eighth 
District  Councilor  and  recommends  its  acceptance  as  sub- 
mitted. 


REPORT  OF  THE  NINTH  DISTRICT  COUNCILORS 


Officers  for  the  Ninth  District  for  1976  are: 

President — Reuben  J.  Bareis,  M.D.,  Rapid  City 
Vice  President — Matthew  Langenfeld,  M.D.,  Spearfish 
Secretary-Treasurer — Arthur  J.  Barrett,  M.D.,  Rapid  City 
Councilors: 

A.  J.  Barrett,  M.D.,  Rapid  City 
J.  N.  Hamm,  M.D.,  Sturgis 
R.  H.  Harris,  M.D.,  Rapid  City 


Alternate  Councilors: 

T.  E.  Mead,  M.D.,  Spearfish 
N.  R.  Whitney,  M.D.,  Rapid  City 
W.  E.  Jones,  M.D.,  Sturgis 
Delegates  to  the  1976  meeting: 

A.  J.  Javurek,  M.D. 

M.  G.  Langenfeld,  M.D. 

H.  O.  Haugan,  M.D. 

W.  J.  Mattson,  M.D. 

R.  D.  Bloemendaal,  M.D. 

W.  J.  Kovarik,  M.D. 


Alternates: 

J.  A.  Kovarik,  M.D. 

C.  M.  Loos,  M.D. 

J.  P.  McDonald,  M.D. 

C.  B.  Gwinn,  M.D. 

R.  P.  Millea,  M.D. 

D.  W.  Boyer,  M.D. 


Since  the  previous  report,  the  meetings  and  activities  of 
the  Ninth  District  Medical  Society  have  been  as  follows: 
All  meetings  this  past  year  have  been  held  at  the  Arrow- 
head Country  Club  in  Rapid  City,  South  Dakota.  The 
meeting  on  May  8th  was  devoted  primarily  to  discussion  of 
the  outlined  agenda  for  the  then  forthcoming  1975  State 
Medical  Association  meeting.  Delegates  were  instructed  by 
the  membership. 

The  next  meeting  was  on  September  9,  1975,  and  a 
scientific  program  concerning  colonoscopy  was  presented 
by  Dr.  Mattson.  Five  new  members  were  admitted  to  active 
status  in  the  District  Society.  Dr.  Robert  Hayes  spoke 
regarding  the  physician  extender  program  which  was  being 
established  in  Wall,  South  Dakota  and  the  surrounding  area. 
There  was  discussion  of  the  thermographic  screening  pro- 
gram and  the  membership  unanimously  asked  its  councilors 
to  inform  the  Council  that  District  Nine  was  not  in  favor 
of  thermography  as  presently  conducted  in  our  district. 

The  next  meeting  was  on  October  10,  1975,  and  was 
attended  by  our  president.  Dr.  Tracy,  and  Mr.  Robert 
Johnson.  Dr.  Tracy  spoke  eloquently  concerning  the  new 
rulings  regarding  skilled  nursing  home  visitations  every 
thirty  days.  Dr.  Tracy  also  gave  an  update  on  malpractice 
insurance  problems  and  discussed  the  efforts  to  be  made  in 
the  upcoming  session  of  the  legislature,  as  well  as  some 
proposals  being  considered  concerning  continuing  medical 
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education,  State  Credentials  Committee  and  the  status  of 
state  Peer  Review.  Mr.  Johnson  discussed  certain  other 
Medical  Society  activities.  Correspondence  with  Dr.  Haber- 
man  regarding  thermography  was  also  discussed.  Scientific 
program  was  given  by  Dr.  Richardson  from  Cincinnati 
who  spoke  on  “Learning  Disabilities  and  Minimal  Brain 
Dysfunction.” 

The  next  meeting  was  held  on  December  9,  1975,  and 
was  devoted  primarily  to  election  of  new  officers  for  1976. 

The  next  meeting  was  held  on  February  12,  1976  and 
Dr.  Hercules  discussed  the  status  of  the  West  River  Mental 
Health  group  and  introduced  Mr.  Gary  Selby,  who  is  the 
Executive  Director  of  the  West  River  Mental  Health  Center, 
who  spoke  of  future  plans  and  goals,  one  of  which  is  the 
possibility  of  a twenty  bed  inpatient  facility  that  would  offer 
24  hour  emergency  service  as  well  as  hospital  care  for 
these  patients.  Dr.  Jerde  discussed  the  progress  on  HMO 
feasibility  study  and  advised  that  further  planning  was 
contemplated.  Various  committee  reports  were  given  and 
recent  state  legislation  regarding  professional  liability  ques- 
tions was  discussed.  Dr.  Hamm  was  re-elected  to  another 
term  as  a Councilor  from  the  Ninth  District. 

The  last  meeting  was  held  Apirl  6,  1976.  Mr.  Roland 
Marinkovic,  administrator  of  the  Rapid  City  Rehabilitation 
Center,  discussed  recent  developments  and  prospects  for  a 
new  Rehabilitation  Hospital  facility  to  be  erected  adjacent 
to  the  proposed  new  Rapid  City  Regional  Hospital.  Captain 
James  Fincher,  Registrar  at  Ellsworth  Air  Force  Base  and 
CHAMPUS  coordinator,  discussed  CHAMPUS  program 
and  new  rules  and  regulations.  Dr.  Robert  Wingert,  who  is 
medical  director  of  the  Ellsworth  Air  Force  Base  hospital, 
discussed  some  of  his  present  staffing  problems  and  ex- 
pectations as  an  update  to  the  physicians  in  this  community. 
A discussion  was  held  concerning  Northwestern  Bell  Tele- 
phone Company  listings  and  the  Ninth  District  Medical 
Society  went  on  record  disapproving  specific  specialty  list- 
ings and  endorsing  the  current  system  of  listings  in  the 
yellow  pages  of  the  phone  book.  A resolution  concerning 
the  adoption  of  a five  digit  code  for  relative  value  listing 
was  read  and  approved  and  forwarded  to  the  State  Medical 
Association  for  consideration  at  the  annual  House  of  Dele- 
gates meeting.  Discussion  was  held  about  contacting  new 
members  and  encouraging  their  membership  in  the  Society. 

At  each  of  the  above  meetings,  councilors’  reports  were 
verbally  given  to  keep  the  membership  apprised  of  the 
activities  of  the  State  Medical  Association. 

Respectfully  submitted, 

A.  J.  Barrett,  M.D. 

J.  N.  Hamm,  M.D. 

R.  H.  Harris,  M.D. 

Councilors,  Ninth  District 

The  reference  committee  reviewed  the  report  submitted  by 
the  Councilors  from  the  Ninth  District  Medical  Society  and 
recommends  its  acceptance  as  submitted. 

REPORT  OF  THE  TENTH  DISTRICT  COUNCILOR 

This  past  yea  rhas  seen  consideration  addition  of  health 
facilities  which  include:  1)  Remodeling  project  of  the 
Burke  Community  Hospital;  2)  The  opening  of  a new  32 
bed  hospital  at  Gregory,  South  Dakota,  together  with  an 
additional  18  beds  at  the  Nursing  Home  in  Gregory. 

Aggressive  improvement  in  the  post-graduate  education 
courses  have  been  made  available  through  the  Gregory 
Community  Hospital  to  the  area  physicians.  An  addition 
of  a new  physician  at  Winner,  South  Dakota,  has  been  a 
step  in  alleviating  the  physician  shortage  crisis. 

Gregory  County  has  set  forth  a pilot  program  for 
completing  school  athletic  physicians  by  utilizing  Public 
Health  Nurses  and  volunteer  nurses  with  doctors’  donating 
their  services  at  the  end  of  each  school  year.  Hopefully, 


this  will  alleviate  the  annual  chaos  of  athletic  physicals. 
Respectfully  submitted, 

R.  G.  Nemer,  M.D. 

Councilor,  Tenth  District 

The  reference  committee  reviewed  the  report  submitted  by 
the  Tenth  District  Councilor  and  recommends  its  acceptance 
as  submitted. 

REPORT  OF  THE  ELEVENTH  DISTRICT  COUNCILOR 

During  the  year  1975-1976,  the  Northwest  District  Med- 
ical Society  has  channeled  most  of  its  energies  into  con- 
tinuing medical  education,  having  five  seminars  on  various 
aspects  of  current  up-dating  and  medical  education,  with 
good  attendance  by  most  of  the  members  in  the  district. 

During  the  preceding  year,  members  of  the  district 
were  active  in  seeking  out  their  legislators  and  campaigning 
in  an  attempt  to  help  solve  the  malpractice  crisis  as  well 
as  providing  pertinent  patient  information:  however,  it  is 
obvious  from  the  recent  insurance  premiums  that  still  a 
great  deal  of  work  must  be  done  in  this  area  and  we  in- 
tend to  continue  to  solve  this  perplexing  problem. 

Respectfully  submitted, 

R.  R.  Lawrence,  M.D. 

Councilor,  Eleventh  District 

The  reference  committee  reviewed  the  report  of  the  Eleventh 
District  Councilor  and  recommends  its  acceptance  as  sub- 
mitted. 

REPORT  OF  THE  TWELFTH  DISTRICT  COUNCILOR 

On  July  16,  1975,  the  Whetstone  Valley  District  Medical 
Society  met  at  the  Fireside  Inn  in  Rosholt,  with  Dr.  and 
Mrs.  Joseph  Kass,  host  and  hostess.  Dr.  Gerald  Tracy, 
South  Dakota  State  Medical  Association  president,  spoke. 

On  November  19,  1975,  the  Whetstone  Valley  District 
Medical  Society  met  at  the  Lantern  Inn  in  Milbank.  Hosts 
were  Drs.  Buentipo,  Gregory,  Janavs  and  Johnson.  Guest 
speaker  was  Dr.  George  C.  Flora,  Professor  of  Neurology 
at  the  University  of  South  Dakota. 

On  March  25,  the  Whetstone  Valley  District  Medical 
Society  met  at  The  Galley,  Webster.  Hosts:  Drs.  Bell, 
Nelson,  Unahalekhaka  and  Vogelgesang.  Dr.  Fred  Hofeldt, 
internist,  Department  of  Medicine,  VA,  Fargo,  with  special 
interest  in  Endocrinology  was  guest  speaker.  Election  of 
officers  was  held:  President — Dr.  J.  Kass;  Sec’y.-Treas. — 
Dr.  John  Sear;  Councilor — Dr.  E.  E.  Bell;  Alternate  Coun- 
cilor— Dr.  J.  Kass;  Delegate — Dr.  E.  A.  Johnson;  Alternate 
Delegate — Dr.  J.  Sear. 

Dr.  Joseph  Lovering,  Webster,  was  recommended  for 
lifetime  membership  in  the  State  Medical  Association.  A 
resolution  has  been  submitted  from  the  Whetstone  District 
to  the  State  Medical  Association  to  prohibit  smoking  at 
medical  meetings.  Dr.  Batt,  Sisseton  is  leaving  his  private 
practice  in  Sisseton  to  join  the  staff  of  the  Medical  School. 
Respectfully  submitted, 

Eldon  Bell,  M.D. 

Councilor,  Twelfth  District 

The  reference  committee  reviewed  the  report  submitted  by 
the  Twelfth  District  Councilor  and  recommends  its  accept- 
ance as  submitted. 

COMMISSION  ON  MEDICAL  SERVICE  REPORT 

The  Commission  on  Medical  Service  held  two  meetings 
this  past  year,  the  first  was  held  on  September  6,  1975, 
in  Sioux  Falls.  There  was  good  attendance  at  both  meet- 
ings. 

At  the  September  meeting,  the  Commission  discussed 
the  advantages  to  both  the  Department  of  Social  Services 
and  the  physicians  in  South  Dakota  if  a closer  liaison 
could  be  developed.  The  Commission  recommended  that  a 
committee  of  physicians  be  appointed  to  act  as  consultants 
to  the  Department  of  Social  Services  and  the  Department 
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of  Health. 

The  Commission  discussed  the  AMA-ERF  loan  guarantee 
fund.  A special  committee  was  appointed  to  study  this 
matter  in  depth  and  report  back  to  the  Commission. 

The  Commission  discussed  the  multiphasic  health  screen- 
ing vans  which  have  been  operating  in  South  Dakota. 
The  Commission  referred  final  action  on  this  subject  to 
the  Council  and  recommended  that  the  South  Dakota 
Wheat  Growers  Association  be  informed  of  the  position  of 
the  State  Medical  Association  regarding  the  screening  pro- 
gram. 

A discussion  was  held  on  the  Vocational  Rehabilitation 
Program.  The  Commission  recommended  that  guidelines  be 
drawn  up  for  this  program  which  can  be  used  by  physicians 
and  counselors  in  the  administration  of  this  program. 

The  second  meeting  was  held  in  Sioux  Falls  on  March 
27,  1976.  The  meeting  was  conducted  by  Dr.  Guy  Tam, 
Chairman  pro  tern  in  the  absence  of  the  Chairman  who 
was  ill. 

A proposal  from  the  Dodson  Insurance  Group  for  a new 
Workmen’s  Compensation  Insurance  Plan  was  discussed 
and  it  was  recommended  to  Council  that  the  plan  be  en- 
dorsed by  the  State  Medical  Association  for  offering  to  the 
members.  This  would  carry  a significant  saving  for  many 
of  the  members  in  the  cost  of  their  Workmen’s  Compensa- 
tion. 

The  Commission  discussed  endorsement  of  various  health 
service  programs.  It  was  recommended  to  the  Council  that 
an  application  form  be  drawn  up  for  completion  by  all 
organizations  or  agencies  seeking  endorsement  of  the  State 
Medical  Association.  These  completed  applications  would 
then  be  referred  to  the  appropriate  Commission  for  study 
and  recommendation  on  final  action  by  the  Council. 

The  report  of  a subcommittee  on  AMA-ERF  was  con- 
sidered and  it  was  recommended  to  the  Council  that  the 
South  Dakota  State  Medical  Association  encourage  the 
State  Auxiliary  to  correct  its  efforts  towards  the  South 
Dakota  Medical  School  Endowment  Association  rather 
than  towards  the  AMA-ERF. 

Mr.  Frank  Krogman  from  the  State  Department  of 
Health  appeared  to  discuss  the  Emergency  Medical  Service 
System  in  the  state  of  South  Dakota.  The  Commission 
recommended  that  the  Council  continue  the  endorsement  of 
the  Emergency  Medical  Service  System  for  South  Dakota. 

There  was  discussion  concerning  the  various  multiphasic 
health  testing  programs  which  have  been  in  South  Dakota 
recently,  especially  on  an  itinerant  basis.  The  Commission 
recommended  to  the  Council  that  the  State  Medical  Associa- 
tion president  communicate  with  the  executive  directors  of 
all  the  major  associations  and  organizations  in  the  state 
expressing  this  Association’s  concerns  with  regard  to  such 
itinerant  testing  programs. 

A report  and  recommendations  concerning  Intensive  Care 
Nurseries  was  forwarded  to  the  Council. 

A proposal  for  a group  type  collection  service  through 
a private  agency  was  considered  and  the  Commission 
recommended  to  the  Council  that  the  Association  not 
accept  the  proposal  as  written  as  this  should  be  an  in- 
dividual matter  for  each  physician. 

The  Commission  discussed  VD  serology  tests  on  pre- 
marital exams  and  recommended  continuation  of  the  re- 
quirement for  VD  serology  testing. 

The  work  of  the  Utilization  and  Insurance  Review 
Committee  was  considered  and  the  Commission  recom- 
mended to  the  Council  that  these  Utilization  and  Review 
Committees  continue  to  function  as  they  have  in  the  past. 

The  Commission  recommended  to  the  Council  that  a 
special  committee  appointed  by  the  president  to  study 
guidelines  for  medical  directors  in  nursing  homes  be  con- 
tinued. 

A grant  application  for  the  University  of  South  Dakota 
Medical  School  was  recommended  for  approval  by  the 


Council  and  it  was  further  recommended  that  further 
grant  proposals  be  referred  to  a subcommittee  of  the 
Commission  for  study  prior  to  approval  or  disapproval 
by  the  entire  Commission  and  then  subsequently  the 
Council.  The  Commission  recommended  that  the  Council 
endorse  the  Heimlich  procedure  and  sponsor  with  the 
Health  Department  posters  for  restaurants. 

The  Commission  heard  a proposal  concerning  a cystic 
fibrosis  study  for  a Hutterite  Colony  and  recommended  the 
Council  approve  this  proposed  study. 

The  Commission  recommended  that  the  Council  en- 
dorse a pre-exposure  rabies  vaccination  for  people  in  high 
risk  occupations.  A subcommittee  was  appointed  to  study  a 
grant  proposal  from  the  University  of  South  Dakota  Medical 
School  for  establishment  of  a referral  system.  Problems  for 
cardiac  screening  through  Vocational  Rehabilitation  were 
discussed. 

The  Commission  recommended  to  the  Commission  on 
Legislation  and  Governmental  Relations  that  the  State 
Medical  Association  oppose  the  repeal  of  the  motorcycle 
helmet  law. 

Respectfully  submitted, 

B.  C.  Gerber,  M.D. 

Chairman 

Commission  on  Medical  Service 

The  report  of  the  Commission  on  Medical  Service  was 
thoroughly  discussed  and  the  reference  committee  recom- 
mends acceptance  of  this  report. 

REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  Commission  held  two  meetings  this  year  as  usual. 
The  main  emphasis,  as  one  would  suppose,  was  on  formu- 
lating the  malpractice  package  which  the  special  Mal- 
practice Committee  thought  were  the  things  we  as  a 
State  Society  should  try  to  get  enacted.  Of  these,  all 
but  three  were  passed.  It  was  felt  by  the  Commission 

that  these  three  should  be  re-introduced  at  the  next  ses- 

sion. 

It  seems  that  each  year,  the  legislation  which  is  of 
interest  to  the  Medical  Society  becomes  more  and  more, 
and  it  was  discussed  at  some  length  that  perhaps  we 

should  hire  additional  help,  to  help  Mr.  Robert  Johnson 
at  the  next  session.  He  felt  at  this  time  this  would 

probably  not  be  necessary  provided  the  Association  sponsors 
only  malpractice  legislation.  At  the  spring  meeting,  the 
Commission  went  over  possible  legislation  items  for  1977, 
and  it  appears  that  the  1977  session  will  be  a busy  one  for 
the  State  Medical  Association,  as  there  were  a great  many 
more  items  in  the  malpractice  legislation  potentially  pend- 
ing. 

Respectfully  submitted, 

R.  G.  Gere,  M.D. 

Chairman 

Commission  on  Legislation  and 

Governmental  Relations 

The  report  of  the  Commission  on  Legislation  and  Govern- 
mental Relations  was  carefully  reviewed.  Your  reference 
committee  recommends  that  the  Executive  Committee  of 
the  Association  be  empowered  to  retain  additional  legisla- 
tive assistance  if  deemed  necessary.  Your  reference  com- 
mittee wishes  to  congratulate  the  Commission  on  Legisla- 
tion and  Governmental  Relations  on  the  past  efforts  on 
behalf  of  the  profession.  Your  reference  committee  extends 
its  best  wishes  to  the  Commission  in  future  legislative 
sessions. 

REPORT  OF  THE  COMMISSION  ON  SCIENTIFIC 
MEDICINE 

The  Commission  on  Scientific  Medicine  met  in  formal 
session  on  September  6,  1975,  for  its  initial  meeting  of 
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the  year.  The  programs  brought  up  for  our  attention 
at  that  time  in  addition  to  the  planning  of  the  annual 
meeting  of  the  South  Dakota  State  Medical  Association 
were  considered  on  the  agenda. 

Initially,  a report  of  a letter  sent  to  physicians  in 
other  areas  of  the  state  regarding  pap  smears  being  done 
by  Public  Health  Nurses  in  conjunction  with  the  Cancer 
Society  program  was  reviewed.  The  Commission  requested 
the  Council  to  reconsider  its  endorsement  of  the  program 
at  its  September  27,  1975,  meeting. 

One  of  the  major  portions  of  the  work  completed  by 
the  Committee  during  the  year,  1975-1976,  was  the  de- 
velopment of  the  Committee  on  Accreditation  of  Con- 
tinuing Medical  Education  programs  in  South  Dakota. 
This  was  formulated  at  the  direction  of  the  President 
of  the  South  Dakota  State  Medical  Association  and  con- 
sists of  representation  from  specialty  groups,  medical  school, 
directors  of  medical  education,  and  the  Academy  of  Family 
Physicians  in  the  state  of  South  Dakota.  Its  work  has  been 
to  implement  the  continuing  medical  education  program 
developed  by  the  South  Dakota  State  Medical  Association 
and  to  acquire  from  the  AMA  the  accrediting  privilege  for 
continuing  medical  education  programs  in  the  state  of 
South  Dakota.  During  the  upcoming  year  an  on-site  visit 
from  the  AMA  will  be  required  for  the  initial  accrediting 
process  which  is  tentatively  scheduled  for  July  23,  in  Rapid 
City.  Once  this  accrediting  privilege  is  obtained  we  will  be 
able  to  continue  to  accredit  continuing  medical  education 
programs  in  the  state  of  South  Dakota  for  Category  I 
hours. 

Plans  were  made  for  the  1976  annual  meeting  in  Rapid 
City,  South  Dakota,  June  11  and  12,  and  a program  formu- 
lated regarding  topics  with  speakers  to  be  designated  by  the 
program  committee  and  also  certain  subjects  to  be  covered 
by  the  Medical  School  faculty  of  the  South  Dakota  School 
of  Medicine. 

In  January,  1976,  the  Council  of  the  South  Dakota 
State  Medical  Association  directed  the  Commission  on 
Scientific  Medicine  to  re-evaluate  the  program  on  thermo- 
graphy in  South  Dakota.  At  the  Commission  meeting  on 
March  27,  1976,  Dr.  JoAnn  Haberman  appeared  before 
the  Commission  and  discussed  the  results  of  the  thermog- 
raphy program  in  South  Dakota  and  answered  many 
questions  regarding  the  program.  Information  was  dis- 
cussed appearing  from  the  American  College  of  Radiology 
and  from  the  New  England  Journal  of  Medicine,  in  the 
deliberations.  It  was  then  moved  that  the  Commission  rec- 
ommend to  the  Council  that  the  program  have  the  con- 
tinued endorsement  of  the  South  Dakota  State  Medical 
Association  and  that  the  Commission  accepts  thermography 
as  one  of  several  screening  measures  useful  in  determining 
persons  in  high  risk  for  cancer  or  future  cancer  of  the 
breast.  This  passed  unanimously. 

Also  considered  at  the  March  meeting  was  a program 
developed  by  Dr.  Gail  Benson  of  Sioux  Falls,  regarding 
scoliosis  screening  in  South  Dakota.  He  stated  that  Public 
Health  Nurses  would  be  trained  to  carry  out  the  screening 
program  in  the  schools  with  referrals  to  family  physicians 
for  recommendations,  and  then  the  family  physician  be  in 
charge  of  referring  onward  for  specialty  consultation. 

Dr.  Koob  reported  on  activities  of  the  Continuing  Medical 
Education  Committee  to  the  Commission  at  the  March 
meeting  also.  The  Commission  recommended  that  the 
Thursday  afternoon  program  prior  to  the  annual  meeting 
on  June  11,  be  directed  by  the  Continuing  Medical  Educa- 
tion Committee  to  attempt  to  show  to  the  physicians  of 
South  Dakota  what  the  program  is  anticipated  to  be. 

Also  at  the  direction  of  the  President  of  the  State  Medical 
Association,  a subcommittee  with  regard  to  screening  thy- 
roid cancer  in  patients  who  received  radiation  to  the  neck 
in  childhood  was  set  up.  The  report  from  this  committee 
has  not  been  forthcoming  but  is  anticipated  at  the  time  of 


the  annual  meeting. 

Respectfully  submitted, 

James  C.  Larson,  M.D. 

Chairman 

Commission  on  Scientific  Medicine 

The  reference  committee  considered  the  report  of  the  Com- 
mission on  Scientific  Medicine.  The  reference  committee 
recommends  the  acceptance  of  the  report  of  the  Commis- 
sion on  Scientific  Medicine. 

REPORT  OF  THE  COMMISSION  ON 

COMMUNICATIONS,  INTERNAL  AFFAIRS  AND 
LIAISON 

The  Commission  met  four  times  during  the  past  year — 
on  July  9,  1975;  July  24,  1975;  September  6,  1975;  and 
March  27,  1976. 

The  two  summer  meetings  were  concerned  almost  en- 
tirely with  the  public  and  professional  educational  pro- 
gram regarding  the  professional  liability  crisis  in  South 
Dakota.  A brochure  was  developed  for  use  by  the  physi- 
cians in  their  waiting  rooms,  explaining  the  problem  to  the 
lay  public.  A series  of  five  envelope  stuffers  was  prepared 
and  provided  to  each  member  of  the  South  Dakota  State 
Medical  Association  for  use  in  their  monthly  statements  to 
patients.  A Speaker’s  Bureau  was  assembled  consisting  of 
representatives  from  each  District  Medical  Society.  A train- 
ing session  for  these  doctors  was  held  on  September  6, 
1975,  at  which  time  the- Association’s  position  and  legisla- 
tive package  were  discussed.  These  physicians  were  then  to 
carry  the  Association’s  message  back  to  their  local  areas 
through  service  club  appearances,  PTA’s,  etc.  While  the 
stuffers  and  brochures  achieved  widespread  distribution, 
the  Commission  did  not  obtain  sufficient  feedback  from  the 
Speaker’s  Bureau  to  evaluate  it’s  impact,  although  many 
doctors  did  carry  the  message  to  their  communities  in  a 
most  effective  manner.  To  finance  the  publication  of  ma- 
terials and  other  costs  of  the  malpractice  campaign,  a 
$100  special  assessment  was  recommended  by  the  Com- 
mission and  approved  by  the  Council.  Billing  for  this  as- 
sessment was  completed  in  October. 

At  the  September  meeting,  the  Commission  reviewed  a 
pilot  film  from  the  Medix  series  and  recommended  that 
the  South  Dakota  State  Medical  Association  give  its  en- 
dorsement to  this  program. 

Throughout  the  year,  the  Commission  has  reviewed  the 
status  of  the  SOUTH  DAKOTA  JOURNAL  OF  MEDI- 
CINE. All  specialty  societies  in  the  State  have  been  con- 
tacted with  a request  that  they  utilize  the  Journal  to  publi- 
cize their  activities  and  purchase  advertising  in  support  of 
this  publication. 

The  Commission  reviewed  a proposal  from  Northwestern 
Bell  Telephone  Company  regarding  physician  listings  in 
the  yellow  pages  of  the  telephone  directory.  The  Com- 
mission recommended  that  the  Association  not  approve 
the  suggested  change  in  listings. 

At  the  March  meeting,  the  Commission  reviewed  the 
February  Association  financial  statement  and  noted  those 
areas  which  will  exceed  the  budget  for  the  current  fiscal 
year.  The  Commission  discussed  several  bylaw  changes 
concerning  the  Executive  Committee,  a Credentials  Com- 
mittee, mandatory  continuing  medical  education  for  mem- 
bership in  the  South  Dakota  State  Medical  Association, 
student  membership  in  the  State  Association,  and  a Pro- 
fessional Liability  standing  committee.  These  proposals  will 
be  submitted  to  the  House  of  Delegates  for  final  approval 
or  rejection. 

The  Commission  approved  a request  from  the  Problems 
in  Living  Center  to  mail  a brochure  to  doctors  in  the 
state  concerning  their  work  with  pre-school  age  children. 
The  Commission  also  recommended  that  the  State  Medical 
Association  cooperate  with  the  Cancer  Society  in  reviewing 
a newspaper  column  regarding  cancer.  The  column  is  in  a 
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question  and  answer  format.  A subcommittee  of  the 
Commission  would  provide  the  screening,  if  the  proposal  is 
approved  by  the  Council. 

The  Commission  also  reviewed  the  past  policy  of  award- 
ing a full  tuition  scholarship  to  a freshman  and  sophomore 
student  at  the  School  of  Medicine  in  Vermillion.  The 
Commission  recommended  that  in  the  future  the  State 
Medical  Association  award  $750  to  an  incoming  sopho- 
more student,  junior  student  and  senior  student  at  the 
awards  banquet  of  the  School  of  Medicine. 

During  the  past  year,  the  following  physicians  in  South 
Dakota  died: 

J.  R.  Westaby,  M.D.,  Madison 
John  S.  Tschetter,  M.D.,  Huron 
M.  M.  Morrissey,  M.D.,  Pierre 
Walter  Judge,  M.D.,  Milbank 
Carlos  Kemper,  M.D.,  Viborg 
Lyle  Hare,  M.D.,  Spearfish 
Will  E.  Donahoe,  M.D.,  Sioux  Falls 
T.  F.  O’Toole,  M.D.,  Rapid  City 
Walter  Gysin,  M.D.,  Watertown 
Matthew  Langenfeld,  M.D.,  Spearfish 
The  Commission  submits  the  following  report  on  the 
financial  status  of  the  Health  Career  Loan  Fund  Com- 
mittee: 

Balance  in  Savings  Account 

March  1,  1975  $ 7,973.09 


Income 
Interest 
Loan  Repay. 


Disbursements 
Loans  (2) 


$672.00 

2439.20 

$3111.20 


$850.00 


Balance  in  Savings  Account  3-5-76 


3,111.20 

$11,084.29 

850.00 

$10,234.29 

$10,234.29 


During  the  year,  the  Commission  has  reviewed  each 
financial  report  of  the  State  Medical  Association,  the 
Journal  Account  and  the  Building  Fund.  The  Budget 
and  Audit  Committee,  consisting  of  the  Executive  Com- 
mittee and  the  Chairman  of  this  Commission  approved  a 
budget  for  fiscal  year  1976-77.  The  budget  was  submitted 
to  the  Council  and  approved  for  transmittal  to  the  House 
of  Delegates.  The  proposed  budget  is  attached  as  a part  of 
this  report. 

Respectfully  submitted, 

John  F.  Barlow,  M.D. 

Chairman,  Commission  on 
Communications,  Internal 
Affairs  and  Liaison 


SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
PROPOSED  BUDGET  1976-1977 
GENERAL  FUND 
Income 


State  Dues 

$78,750.00 

Annual  Meeting 

11,500.00 

Refunds  & Misc. 

4,000.00 

Car  Reimbursement 

250.00 

Administrative  Reimb. 

5,000.00 

$99,500.00 

Expenses 

Salary,  Exec.  Sec. 

$15,400.00 

Salary,  Other 

23,750.00 

Social  Security 

2,250.00 

Legal  & Audit 

4,000.00 

Telephone 

2,600.00 

Office  Supplies 

4,000.00 

Dues  & Subscriptions 

500.00 

Physician  Travel 

5,000.00 

Annual  Meeting 

11,000.00 

Public  Relations 

4,500.00 

Postage 

5,000.00 

Miscellaneous 

100.00 

Legislative  Expense 

2,600.00 

Car  Expense 

1,200.00 

Staff  Travel 

6,000.00 

Insurance 

1,500.00 

Employee  Relations 

5,200.00 

Taxes 

300.00 

Auxiliary  News 

800.00 

Employment  Tax 

125.00 

Journal  Subsidy 

3,500.00 

$99,325.00 

JOURNAL  OF  MEDICINE 

1976-1977 

Income 

Advertising 

$14,000.00 

Subscriptions 

600.00 

Miscellaneous  (reprints) 

300.00 

Refunds 

720.00 

Journal  Subsidy 

3,500.00 

$19,120.00 

Expenses 

Salary,  editor 

720.00 

Salary,  staff 

2,400.00 

Legal  & Audit 

100.00 

Social  Security 

100.00 

Telephone 

100.00 

Postage 

750.00 

Printing  & Office  Supplies 

14,950.00 

$19,120.00 

BUILDING  FUND 

1976-1977 

Income 

Foundation  Rent 

$6,000.00 

Board  of  Examiners  Rent 

1,800.00 

Interest  Income 

6,500.00 

$14,300.00 

Expenses 

Salaries,  Staff 

3,000.00 

Utilities 

1,800.00 

Legal  & Audit 

900.00 

Taxes  & Insurance 

3,500.00 

Maintenance  & Supplies 

1,200.00 

$10,400.00 

The  reference  committee  considered  the  report  of  the  Com- 
mission on  Internal  Affairs,  Communications  and  Liaison. 
The  reference  committee  recommends  the  acceptance  of  the 
report  of  the  Commission  on  Internal  Affairs,  Communica- 
tions and  Liaison. 

REPORT  OF  THE  GRIEVANCE  COMMITTEE 

During  the  course  of  the  past  year,  the  number  of 
grievances  filed  has  increased  considerably  and  I think 
this  is  due  to  the  fact  that  more  people  are  becoming  more 
malpractice  conscious.  Another  one  of  the  problems  is  lack 
of  communication  between  doctor  and  patient.  The  com- 
mittee has  met  with  doctors  and  patients  on  occasions. 
Many  grievances  were  resolved  by  reviewing  records  and 
correspondence. 

Out  state  office  has  been  very  helpful  in  gathering  in- 


38 


SOUTH 


DAKOTA 


formation  and  doing  much  stenographic  work.  The  com- 
mittee is  appreciative. 

Respectfully  submitted, 

J.  A.  Muggly,  M.D. 

Chairman 

The  reference  committee  reviewed  the  report  of  the 
Grievance  Committee  and  recommends  the  adoption  of  this 
report. 

REPORT  OF  STATE  UTILIZATION  AND  INSURANCE 
REVIEW  COMMITTEE 

Prior  to  April  1,  1976,  this  Committee  has  met  three 
times:  on  May  14,  1975,  September  3,  1975,  and  December 
19,  1975.  Another  meeting  is  scheduled  for  April  28,  1976. 
Each  Committee  meeting  consumed  an  average  of  4Vi 
hours  of  intensive  discussion  and  review  and  attendance 
averaged  79  percent. 

An  extensive  review  of  considerable  subject  matter  re- 
sulted in  the  following  policy  statements  being  adopted  by 
the  State  Committee: 

1.  Definition  of  tests  to  be  included  in  a complete  blood 
count. 

2.  Determination  of  allowance  for  a cardiac  monitor 
when  that  monitor  is  personally  owned  by  the  physi- 
cian. 

3.  Determination  of  allowance  for  holter  monitoring. 

4.  Determination  on  number  of  collateral  psychotherapy 
visits  to  be  allowed  per  family  per  week. 

5.  Statement  on  the  confidentiality  of  Committee  minutes 
will  receive  final  adoption  at  the  April  28  meeting. 

The  May  14  meeting  was  devoted  entirely  to  individual 
discussion  with  several  South  Dakota  physicians  concerning 
their  profile  review  and  the  areas  in  which  each  deviated 
from  the  norm  for  this  area.  At  this  meeting  a one-hour  in- 
terview with  the  committee  was  provided  for  each  of  five 
physicians.  Such  review  is  required  annually  by  the  De- 
partment of  Health,  Education  and  Welfare  for  the  Medi- 
care intermediary.  A report  on  this  review  was  formulated 
and  submitted  to  the  Medicare  intermediary  as  required. 

At  the  other  two  meetings  fifteen  individual  cases  were 
considered,  some  of  these  being  reviewed  for  the  second 
and  third  time,  and  the  Committee  met  with  one  physician 
concerning  an  additional  fifty  cases  which  presented  a 
problem  pattern  of  practice. 

As  of  April  1,  the  State  Committee  has  reviewed  38  cases 
by  mail,  several  of  which  have  been  considered  previously 
by  the  district  committees.  The  individual  district  com- 
mittees have  reviewed  approximately  53  cases  and  have 
submitted  recommendations.  All  cases  reviewed  by  the 
district  and  state  committees  are  also  reviewed  by  the 
State  Committee  Chairman  who  formulates  a consensus 
opinion  which  is  then  sent  to  the  third  party  payer,  the 
physician  involved,  the  district  committee  chairman  and 
members  of  the  State  Committee.  The  case  load  at  the 
district  level  during  the  past  year  has  increased  approximate- 
ly 25  percent.  Therefore,  it  is  imperative  that  each  district 
have  an  active,  expeditiously  functioning  committee  to  allow 
the  utilization  and  insurance  review  work  to  be  performed 
as  intended. 

In  addition  to  the  above,  the  committee  now  has  ten 
individual  cases  undergoing  review  by  correspondence  and 
upon  which  decision  has  not  yet  been  reached. 

The  Chairman  thanks  the  members  of  the  State  Com- 
mittee for  their  cooperation  and  conscientious  considera- 
tion, also  the  district  committee  chairmen  and  their  mem- 
bers, and  the  physicians  whose  cases  have  been  reviewed  for 
their  cooperation  in  providing  the  requested  background 
material  for  review  and  for  their  acceptance  of  the  recom- 
mendations made. 

The  entire  committee  acknowledges  the  outstanding  as- 
sistance provided  by  our  Executive  Secretary,  Robert  D. 
Johnson,  and  Mrs.  Jan  Anderson,  Secretary  of  the  Com- 


mittee. 

Respectfully  submitted. 

H.  Russell  Brown,  M.D. 

Chairman 

The  reference  committee  reviewed  the  report  of  the  State 
Utilization  and  Insurance  Review  committee  and  recom- 
mends the  adoption  of  this  report. 

REPORT  OF  THE  CONTINUING  MEDICAL 
EDUCATION  COMMITTEE 

At  this  time,  the  committee  has  been  formed,  a site  for 
inspection  has  been  selected:  this  is  the  Rapid  City  Regional 
Hospital.  Originally  the  date  of  inspection  was  selected  as 
10  June  1976;  however,  due  to  previous  committments  of 
the  AMA  site  inspection  crew,  it  was  necessary  to  change 
this  date  to  23  July  1976.  Hopefully  at  this  time,  the  com- 
mittee will  become  approved  as  an  accrediting  body  for 
Category  I hours  for  the  Continuing  Medical  Education 
Programs.  One  committee  member.  Dr.  E.  Heinrichs,  has 
functioned  as  an  inspector  for  the  AMA  Site  Review 
Committee  and  it  is  tentatively  planned  that  he  will  be  the 
chairman  of  our  Site  Inspection  Committee  for  the  Rapid 
City  Regional  Hospital  Inspection. 

Letters  will  be  sent  to  the  Medical  Specialty  Societies 
informing  them  of  our  committee  and  of  our  purpose 
so  that  if  they  have  continuing  medical  education  pro- 
grams that  they  would  like  to  have  accredited  we  will  be 
able  to  perform  this  function  as  long  as  their  programs  ful- 
fill the  criteria  set  up  for  Category  I hours  of  continuing 
medical  education.  Also  communication  with  the  medical 
school  will  be  carried  out  as  far  as  the  inspection  and 
accreditation  of  continuing  medical  education  of  individual 
departments  in  the  medical  school.  At  this  time,  our  plan 
is  not  to  accredit  the  medical  school  as  a body,  but  rather 
its  individual  departments. 

By  the  end  of  the  calendar  year  of  1976,  we  would 
hope  to  have  inspected  also  at  least  3 to  4 hospitals 
within  the  state. 

Respectfully  submitted, 

K.  Gene  Koob,  M.D. 

Chairman 

The  reference  committee  reviewed  the  report  of  the  Con- 
tinuing Medical  Education  Committee  and  recommends 
the  adoption  of  this  report. 

REPORT  OF  THE  AD  HOC  COMMITTEE  ON 
MALPRACTICE 

Since  the  1975  annual  meeting  of  the  South  Dakota 
State  Medical  Association,  the  Malpractice  Committee  with 
the  firm  support  of  the  membership  of  the  SDSMA  as 
evidenced  by  the  action  of  the  House  of  Delegates,  pursued 
the  problem  of  malpractice  from  many  aspects. 

Subcommittees  for  special  work  in  reference  to  the 
numerous  aspects  of  the  malpractice  crisis  were  created 
and  work  assigned.  The  Commission  on  Legislation  was 
given  the  responsibility  for  drawing  up  the  bills  which 
were  selected  to  be  submitted  to  the  legislature  for  action 
in  1976,  with  the  assistance  of  our  Association’s  legal 
advisors. 

The  Commission  on  Communications,  Internal  Affairs 
and  Liaison  was  given  the  responsibility  for  a public  educa- 
tion and  information  campaign  regarding  the  malpractice 
problem.  Numerous  printed  items  for  inclusion  in  bills  and 
for  mailings  were  produced  as  well  as  a program  of  Dis- 
trict speakers  to  ensure  adequate  public  exposure  favorable 
to  the  Medical  Association  through  presentations  by  mem- 
ber physicians. 

Numerous  meetings  in  conjunction  with  the  South  Dakota 
Bar  Association  were  held  and  a proposal  was  drafted  for 
the  voluntary  binding  arbitration  system  to  be  instituted 
with  legislative  approval. 
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Meetings  of  the  Legislative  Research  Council  were  at- 
tended by  representatives  of  the  Malpractice  Committee 
and  members  of  the  Legislative  Research  Council  were  in- 
formed of  the  legislative  proposals  of  the  South  Dakota 
State  Medical  Association,  through  the  Malpractice  Com- 
mittee. 

During  the  1976  legislative  session,  members  of  the 
Malpractice  Committee  appeared  at  committee  hearings 
and  in  the  lobbies  of  the  House  and  Senate  to  assist  in  the 
sponsorship  and  promotion  of  the  proposed  bills. 

The  following  is  a list  of  the  bills  concerning  mal- 
practice and  the  final  disposition  of  each  by  the  South 
Dakota  Legislature: 

House  Bill  #525 — Arbitration — Final  passage. 

House  Bill  #526 — Arbitration  Appropriation — -Final  pas- 
sage. 

House  Bill  #527 — Insurance  Reporting — Final  passage. 
House  Bill  #528 — Statute  of  Limitations — Final  passage. 
House  Bill  #529 — Expert  Witness — Killed  in  House  Ju- 
diciary Committee. 

House  Bill  #530 — Bifurcation  of  Trial — Killed  in  House 
Judiciary  Committee. 

House  Bill  #637 — Physician  Mutual  Insurance  Company — 
Final  passage. 

House  Bill  #730 — Joint  Underwriting  Association — Killed 
in  Senate  Commerce  Committee. 

Senate  Bill  #96 — Collateral  Source  Rule — Killed  in  House 
Judiciary  Committee. 

Senate  Bill  #142 — Periodic  Payments — Hog-Housed  to  place 
a $500,000  limit  on  general  damages  in 
a malpractice  action.  Final  passage. 
Senate  Bill  #162 — Informed  Consent — Killed  in  House  Ju- 
diciary Committee. 

Senate  Bill  #167 — Elimination  of  Ad  Damnum  Clause — 
Killed  in  Senate  Judiciary  Committee. 

In  the  meetings  of  the  Malpractice  Committee  following 
the  close  of  the  legislative  session,  the  opinion  of  the 
committee  was  that  a considerable  amount  of  progress 
was  made  in  a legislative  way  towards  a solution  of  the 
malpractice  problem.  Particularly  evident  is  the  positive  at- 
titude of  the  people  of  South  Dakota,  the  doctors  and  the 
legislature  to  deal  with  this  problem.  It  has  had  a definite 
effect  on  the  attitudes  of  insurance  companies,  the  courts 
and  the  attorneys  of  South  Dakota. 

The  legislative  priorities  for  1977  were  discussed. 

1.  It  was  felt  that  further  improvement  in  the  statute 
of  limitation  may  be  necessary. 

2.  The  collateral  source  bill  should  be  re-introduced  and 
strongly  advocated. 

3.  Periodic  payments  should  be  further  sponsored  and 
advocated. 

4.  Further  improvement  in  the  limitation  of  awards  by 
legislative  action  should  be  sponsored  and  advocated. 

5.  Lastly,  continuing  evaluation  of  the  effect  of  the  con- 
tingency fee  scale  for  attorneys  and  its  effect  on  the  mal- 
practice expenditures  will  be  undertaken. 

Not  mentioned  in  this  last  meeting  and  still  significant  in 
the  problem  was  the  possibility  of  some  sort  of  compensa- 
tion system  for  awards  of  injury  associated  with  medical 
malpractice.  Many  physicians  across  the  state  feel  that 
there  is  a place  for  this  type  of  settlement  in  the  mal- 
practice picture. 

It  is  the  obligation  and  responsibility  of  the  South  Dakota 
State  Medical  Association  and  its  members  to  review  the 
commitments  which  have  been  made  to  the  legislature  of 
South  Dakota  and  to  the  people  of  South  Dakota  through- 
out the  malpractice  program.  We  have  guaranteed  to  estab- 
lish a quality  standard  of  care  in  the  delivery  of  health 
services  through  physicians  in  the  State  of  South  Dakota.  It 
is  further  indicated  that  this  level  of  quality  shall  be  at- 
tainable by  all  practicing  physicians. 


The  response  to  the  legislature  and  to  the  people  of 
South  Dakota  was  prompted  by  an  interest  in  government 
in  general  and  the  consumer  influence  to  become  involved 
in  the  regulation  of  health  delivery.  Questions  regarding  how 
doctors  “police”  their  membership  were  constantly  raised 
and  effectively  answered  by  describing  the  numerous  ways 
in  which  we  are  regulated  by  innumerable  administrative 
committees  and  organizations. 

Constantly  the  point  was  brought  to  the  legislators  that 
the  medical  community  would  continue  to  conduct  a 
quality  monitoring  system  with  or  without  the  demand 
of  public  law.  At  the  present  time,  public  law  demands 
PSRO  or  quality  care  monitoring  systems  in  reference  to 
Medicare  and  Medicaid  patients  and  does  not  provide  for 
the  segment  of  free  enterprise  medicine.  At  the  present 
time,  PSRO  systems  are  operative  for  all  patients  in 
most  hospitals.  It  is  the  opinion  of  the  Malpractice  Com- 
mittee that  an  early  effort  must  be  made  to  establish  the 
PSRO  system,  particularly  as  it  alludes  to  the  malpractice 
problem,  for  those  patients  not  guaranteed  this  program 
under  existing  public  law.  For  this  reason,  the  Malpractice 
Committee  of  the  South  Dakota  State  Medical  Association 
has  recommended  to  the  Council  that  a permanent  Mal- 
practice Commission  be  created  and  include  in  it,  the 
representation  of  all  existing  parallel  committees  having  to 
do  with  quality  care  monitoring  such  as  the  South  Dakota 
Foundation  for  Medical  Care,  the  Grievance  Committee, 
the  Board  of  Medical  and  Osteopathic  Examiners,  the 
Continuing  Medical  Education  Committee,  and  members 
of  the  Medical  Association  at  large.  This  Commission 
would  assist  in  the  administration  of  professional  peer  re- 
view as  it  relates  to  the  malpractice  problem. 

The  Malpractice  Committee  feels  an  urgency  to  con- 
tinue its  work  and  evaluation  of  past  legislation  and  ef- 
forts within  the  Medical  Association  to  improve  the  climate 
for  medical  liability.  The  Malpractice  Committee  has 
learned  during  the  past  year  that  in  many  respects,  the 
jury  system  involving  twelve  members  of  our  fellow  citizens 
is  oftentimes  the  most  favorable  arena  in  which  mal- 
practice can  be  decided,  particularly  to  the  advantage  of  the 
physician.  The  Malpractice  Committee  has  constantly  urged 
that  all  malpractice  claims  be  brought  to  an  established 
legal  settlement  within  the  systems  of  courts  or  arbitration 
area  and  that  suits  without  merit  not  be  allowed  to  be 
settled  for  nuisance  settlements. 

It  is  felt  by  the  Committee  on  Malpractice  that  the 
attitudes  of  the  people  of  South  Dakota,  the  courts,  the 
lawyers  and  the  legislature,  has  developed  a favorable 
turn  to  allow  the  physicians  to  continue  to  deliver,  un- 
encumbered by  fear,  the  utmost  of  their  capabilities  for 
the  good  of  their  patients.  For  details  of  meetings  and 
minutes  of  the  Malpractice  Committee  meetings,  I refer 
you  to  Robert  D.  Johnson,  executive  secretary.  Without 
the  efforts  of  our  very  capable  executive  secretary,  and  the 
staff  of  his  office,  the  Malpractice  Committee  would  not 
have  been  able  to  accomplish  the  events  of  1975-76. 

Further,  no  progress  in  the  malpractice  field  could  have 
been  made  without  the  general  active  support  of  the 
membership  of  the  South  Dakota  State  Medical  Association, 
through  the  District  Medical  Societies,  to  the  individual 
physicians.  Dr.  Gerald  Tracy  and  the  Executive  Committee 
of  the  South  Dakota  State  Medical  Association  were  con- 
stantly at  hand  to  assist  the  Malpractice  Committee.  It 
has  been  my  pleasure  to  serve  the  physicians  of  South 
Dakota  on  this  committee  during  the  past  year. 

Respectfully  submitted, 

W.  B.  Odland,  M.D. 

Chairman,  Malpractice  Committee 

The  reference  committee  reviewed  the  report  of  the  Ad  Hoc 
Committee  on  Malpractice  and  recommends  adoption  of  this 
report. 
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AMENDED  REPORT  OF  THE  RELATIVE  VALUE 
STUDY  COMMITTEE 

The  Relative  Value  Committee  of  the  South  Dakota 
State  Medical  Association  had  no  formal  meetings  during 
the  past  year.  The  S.  D.  Relative  Value  Schedule  was 
distributed  in  September,  1975,  to  all  of  the  physicians  of 
South  Dakota  and  to  third  party  representatives  who  pur- 
chased the  RVS.  A few  changes  have  been  necessary  since 
distribution  of  the  Relative  Value  Schedule  but  this  has 
been  simplified  since  the  schedule  was  made  up  in  loose 
leaf  form.  It  is  anticipated  that  there  may  be  some  other 
minor  changes  in  the  future  and  periodic  review  of  the 
schedule  may  be  necessary  from  time  to  time. 

Respectfully  submitted, 

E.  W.  Sanderson,  M.D. 

Relative  Value  Study  Committee 

The  committee  reviewed  the  report  of  the  Relative  Value 
Study  Committee.  The  committee  recommends  that  the  last 
sentence  of  this  report  as  submitted  be  stricken  and  that 
the  report  as  amended  be  adopted. 

REPORT  OF  THE  LONG  RANGE 
PLANNING  COMMITTEE 

This  Committee  met  once  during  the  past  year,  on 
October  22. 

Several  items  of  importance  to  the  South  Dakota  State 
Medical  Association  were  discussed  and  recommendations 
submitted  to  the  Council. 

The  Continuing  Medical  Education  program  was  re- 
viewed and  a recommendation  made  to  the  Council  that 
an  amendment  to  the  Bylaws  be  submitted  requiring  con- 
tinuing medical  education  in  order  to  be  eligible  for  mem- 
bership in  the  State  Medical  Association. 

The  importance  of  involving  new  physicians  in  the 
State  in  organized  medicine  was  discussed  at  length.  It  was 
suggested  that  Councilors  could  provide  information  on 
the  interests  of  the  members  of  their  Districts  to  be  used 
by  the  president  in  making  appointments  to  the  various 
commissions  and  committees. 

The  impact  of  the  Health  Service  Agency  on  the  prac- 
tice of  medicine  in  the  future  was  discussed.  A special 
committee  to  study  this  law  and  the  regulations  has  been 
appointed.  This  subcommittee  will  present  an  outline  of  a 
plan  as  to  how  the  State  Medical  Association  can  have  in- 
put and  provide  guidance  in  the  implementation  of  this 
law. 

The  committee  discussed  health  maintenance  organiza- 
tions, residency  funding  programs  in  South  Dakota,  amend- 
ments to  the  Nurse  Practice  Act,  physicians  from  Viet 
Nam,  and  the  malpractice  crisis. 

Inasmuch  as  the  function  of  this  committee  is  advisory 
in  nature,  it  was  determined  that  regular  meetings  should 
be  held  in  order  to  keep  up  to  date  on  developments  in 
South  Dakota  and  the  nation.  The  Long  Range  Planning 
Committee  might  then  be  able  to  recommend  action  or 
methods  of  handling  problems  before  they  develop  into 
crisis  situations. 

Respectfully  submitted, 

James  C.  Larson,  M.D. 

Chairman,  Long  Range  Planning 
Committee 

The  committee  reviewed  the  report  of  the  Long  Range 
Planning  Committee  and  recommends  that  this  report  be 
adopted. 

REPORT  OF  SODAPAC 

A reorganizational  meeting  of  the  SoDaPAC  Board  of 
Directors  was  held  on  September  23,  1975.  At  the  meet- 
ing of  the  Council  of  the  South  Dakota  State  Medical 
Association  held  on  September  27,  a new  Board  of  Direc- 
tors of  SoDaPAC  was  approved  and  included  the  following 


persons:  T.  J.  Wrage,  M.D.,  Watertown;  Curtis  Wait, 
M.D.,  Brookings;  R.  C.  Jahraus,  M.D.,  Pierre;  J.  II.  De- 
Geest,  M.D.,  Miller;  Bill  Church,  M.D.,  Sioux  Falls;  L.  E. 
Savage,  M.D.,  Yankton;  N.  R.  Whitney,  M.D.,  Rapid 
City;  R.  G.  Nemer,  M.D.,  Gregory;  James  Ryan,  M.D., 
Mobridge;  L.  F.  Nelson,  M.D.,  Webster;  W.  R.  Taylor, 
M.D.,  Aberdeen;  Mrs.  Marlys  Porter,  Yankton;  and  Mrs. 
Shirley  Bloemendaal,  Rapid  City,  South  Dakota. 

The  new  board  met  for  the  first  time,  October  16, 

1975,  at  which  time  election  of  officers  was  held  with 
W.  R.  Taylor,  being  named  Chairman;  Bill  Church,  Vice 
Chairman;  Bob  Johnson  was  appointed  as  Treasurer  and 
the  Secretary  is  Marlys  Porter.  Activities  for  the  year  were 
planned  with  emphasis  on  membership  and  the  formation 
of  Candidate  Support  Committees  for  candidates  in  the 
1976  elections. 

The  second  Board  of  Directors  meeting  was  held  in 
Sioux  Falls,  on  March  24,  1976.  Plans  were  made  for  a 
Political  Affairs  workshop  to  be  held  at  the  Downtown 
Holiday  Inn,  Sioux  Falls,  on  the  evening  of  April  23, 

1976.  Speakers  were  to  include  W.  J.  Lewis,  M.D.,  of  the 
AMPAC  Board  of  Directors,  Linda  Hudson,  assistant  to  the 
Director  of  AMPAC  and  Gerry  Tracy,  President  of  the 
SDSMA. 

The  Board  of  Directors  of  SoDaPAC  is  fully  aware  of 
the  vital  and  increasing  need  for  political  activity  on  the 
part  of  organized  medicine  and  it  is  the  intent  of  the 
board  to  increase  activity  in  state  legislative  races  as  well 
as  in  those  for  the  national  congress. 

Respectfully  submitted, 

W.  R.  Taylor,  M.D. 

Chairman 

The  committee  reviewed  the  report  of  SoDaPAC  and  recom- 
mended the  adoption  of  the  report. 


GENERAL/FAMILY  PRACTITIONER 

With  or  Without  Surgical  Involvement 

A rural  community  of  approximately  3,000  popula- 
tion, with  a service  area  of  8,000,  located  120  miles 
southwest  of  Minneapolis,  Minnesota.  A diversified 
economic  base,  underpinned  by  some  of  the  coun- 
try’s most  productive  agricultural  land.  A broad 
range  of  religious,  service  and  social  organizations. 

The  community  currently  has  three  general  prac- 
titioners, one  of  whom  is  semi-retired,  averaging 
60  years  of  age.  It  has  a 34-bed  acute  care  hospital, 
a 60-bed  skilled  care  nursing  home  and  two  phar- 
macies. 

A surgeon  and  pathologists  from  Mankato  and  a 
radiologist  from  Albert  Lea  make  regular  trips  to 
the  community  and  hospital.  Medical  specialists  are 
available  at  Mankato  (35  miles)  and  Albert  Lea 
(25  miles). 

For  additional  information,  contact: 

D.  H.  Gilbert 

Wells  Municipal  Hospital 
400  4th  Avenue,  S.W. 

Wells,  MN  56097 
(507)  553-3111 
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ANNUAL  MEETING 
Minutes  of 

South  Dakota  Medica!  Service,  Inc. 

Corporate  Body  Meeting 
June  11,  1976,9:45  A.M. 

Howard  Johnson  Motor  Lodge 

Chairman  Johnson  called  the  meeting  to  order  and 
asked  for  the  roll  call  of  members  of  the  Corporate 
Body.  Upon  roll  call,  the  Secretary  certified  the  following 
persons  being  present: 

G.  E.  Tracy,  Fred  Leigh,  A.  P.  Reding,  J.  B.  Gregg, 
John  T.  Elston,  R.  E.  Van  Demark,  Winston  Odland,  G.  R. 
Bartron,  David  Buchanan,  Harvard  Lewis,  B.  J.  Begley, 
Warren  Jones,  Paul  Aspaas,  Duane  Reaney,  Russell  Harris, 
A.  J.  Barrett,  Joseph  Hamm,  Raymond  Nemer,  Eldon 
Bell,  J.  A.  Muggly,  James  Hovland,  A.  J.  Janusz,  B.  C. 
Gerber,  James  Larson,  T.  J.  Wrage,  Robert  Shaskey,  Wer- 
ner Klar,  Marion  Cosand,  Roscoe  Dean,  Emil  Hofer, 
J.  O.  Mabee,  Charles  Monson,  Lowell  Hyland,  Richard 
Gunnarson,  Guy  Tam,  W.  A.  Boade,  Denny  Ortmeier, 
T.  A.  Angelos,  Earl  Kemp,  Dennis  Johnson,  R.  J.  Foley, 
Edwin  Moore,  Richard  Thornton,  A.  J.  Javurek,  W.  O. 
Haugan,  W.  J.  Mattson,  C.  B.  Gwinn,  R.  P.  Millea,  R.  D. 
Bloemendaal,  Robert  Stiehl,  James  Collins,  and  E.  A. 
Johnson. 

The  Secretary  informed  the  Chairman  that  there  was  a 
quorum  of  the  Corporate  Body  present  for  the  conduct  of 
business. 

John  Elston,  M.D.,  moved  that  the  minutes  of  the  last 
South  Dakota  Medical  Service,  Inc.,  Corporate  Body  Meet- 
ing be  approved  as  filed  and  the  reading  thereof  waived, 
such  minutes  having  been  provided  to  all  members  in 
writing  prior  to  the  meeting.  The  motion  was  seconded  by 
Denny  Ortmeier,  M.D.,  and,  upon  vote,  the  previous  min- 
utes were  approved  unanimously. 

Dr.  Johnson  presented  the  Chairman’s  Report.  He  re- 
viewed the  history  of  Blue  Shield  with  reference  to  the 
beginning  when  several  others  and  he,  called  upon  doctors 
throughout  the  State  to  participate  in  the  formation  of  a 
prepaid  health  plan.  He  reviewed  the  progress  of  the  Plan 
during  the  intervening  years  and  alluded  to  the  role  he 
envisioned  for  Blue  Shield’s  future. 

The  Chairman  called  for  the  President  of  the  Corpora- 
tion, Mr.  Erickson,  to  present  the  financial  report.  Mr. 
Erickson  referred  the  Corporate  Body  to  the  1975  Financial 
Report  mailed  to  each  member  prior  to  the  meeting.  After 
the  figures  thereon  were  reviewed,  the  Chairman  asked  for 
any  questions  the  members  of  the  Corporate  Body  had 
thereon. 

Dr.  Joseph  Hamm  of  Sturgis  asked  for  an  explanation  of 
the  reasons  for  the  1975  losses.  Mr.  Erickson  stated  that 
there  were  a number  of  reasons.  One  of  the  reasons  is  that 
while  Blue  Shield  sought  and  received  a rate  increase,  it 
takes  one  year  for  the  same  to  be  fully  effective.  New 
rates  can  only  be  applied  to  groups  after  their  anniversary 
date.  Also,  the  rate  increase  requested  was  not  approved  in 
full  by  the  Insurance  Commissioner.  Another  reason  was 
that  the  cost  of  medical  services  were  frozen  for  a period 
of  time,  and  at  the  time  such  freezes  were  lifted,  it  was 
anticipated  that  increases  would  have  to  reflect  the  period 
of  time  involved  in  the  freeze.  This  has  been  the  case  and 
Blue  Shield  has  seen  a substantial  increase  in  claims  cost. 
Substantial  discussion  followed  as  to  the  nature  of  cost 
increases  and  the  programs  of  the  corporation  to  meet  any 
future  fiscal  problems. 

Dr.  Dean  moved  approval  of  the  financial  report.  Such 
motion  was  seconded  by  Dr.  Foley.  Upon  voice  vote,  the 
same  was  approved  unanimously. 

Dr.  Aspaas  gave  the  report  of  the  Nominating  Com- 
mittee. The  Nominating  Committee  had  the  following 
members: 

Paul  Aspaas,  M.D.,  Chairman;  Eldon  Bell,  M.D.,  M.  G. 


Langenfeld,  M.D.,  James  DeGeest,  M.D.  and  Duane  Rea- 
ney, M.D. 

Dr.  Aspaas  reported  that  the  Nominating  Committee 
unanimously  recommended  that  Donald  Howe  of  Spear- 
fish  be  reelected  for  a three  year  term.  Mr.  Howe  is  a lay 
member  on  the  Board. 

Dr.  Aspaas  further  reported  that  there  were  three  physi- 
cian directors  who  had  completed  their  term  and  none  of 
them  were  eligible  for  an  additional  term,  each  of  them 
having  served  for  three  full  terms. 

Dr.  Aspaas  reported  that  the  nominations  for  member- 
ship as  directors  on  the  Board  were  as  follows: 

J.  O.  Mabee,  M.D.,  Mitchell,  South  Dakota, 

Dennis  Ortmeier,  M.D.,  Sioux  Falls,  South  Dakota, 
Robert  Quinn,  M.D.,  Sioux  Falls,  South  Dakota, 

Robert  Thompson,  M.D.,  Yankton,  South  Dakota. 

The  membership  was  notified  that  Dr.  Quinn,  in  writing, 
withdrew  his  name  for  consideration  for  the  position  of 
director. 

The  Chairman  asked  for  nominations  from  the  mem- 
bership. 

Dr.  Begley  nominated  Dr.  Robert  Van  Demark,  such 
nomination  was  seconded  by  Dr.  Dean. 

There  being  no  further  nominations,  the  Chairman  de- 
clared the  nominations  closed. 

Dr.  Aspaas  moved  election  of  Don  Howe,  seconded  by 
Dr.  Tracy.  Upon  a show  of  hands  such  motion  was 
approved  unanimously. 

The  Chairman  appointed  the  following  members  of  the 
Corporate  Body  to  serve  as  an  election  review  committee  to 
tally  the  ballots  and  report  the  results: 

Dr.  Odland, 

Dr.  Buchanan, 

Dr.  Begley. 

Written  ballots  were  submitted  to  the  membership  and 
collected  by  the  election  committee. 

After  the  ballots  were  tallied,  the  Chairman  of  the 
Nominating  Committee  reported  that  the  three  parties 
nominated  receiving  the  highest  number  of  votes  were: 
J.  O.  Mabee,  M.D.,  Mitchell — 3 Year  Term, 

Dennis  Ortmeier,  M.D.,  Sioux  Falls — 3 Year  Term, 
Robert  Van  Demark,  M.D.,  Sioux  Falls — 3 Year  Term. 

Mr.  Erickson  reported  to  the  Corporate  Body  that  he 
wanted  to  inform  the  Body  that  the  directors  and  staff  of 
Blue  Shield  wish  to  publicly  thank  the  retiring  director 
members,  namely,  Dr.  Johnson,  Dr.  Breit,  and  Dr.  Sattler, 
for  the  long  years  of  outstanding  service  rendered  by  each 
of  the  retiring  directors.  The  retiring  directors  received 
applause  from  the  membership  of  the  Corporate  Body. 

Dr.  Aspaas  moved  adjournment  of  the  Corporate  Body 
of  the  membership  meeting.  The  motion  was  seconded  by 
Dr.  Larson,  and  approved  unanimously  on  a voice  vote. 
John  H.  Zimmer 
Secretary 


Now  leasing  both  cars 

MQlin  ar|d  trucks  to  help 

□ IIIIUUII  solve  your  total 

transportation  needs 
in  a professional 
manner. 

Contact:  Al  Borgen 

4200  WEST  TWELFTH 
P.  O.  DRAWER  P 

SIOUX  FALLS,  SOUTH  DAKOTA  57101 
(605)  336-1700 
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President’s  Page 


It  is  a pleasure  and  an  honor  to  report  your  President’s  participation  in  the  recent  annual  AMA  meeting 
in  Dallas,  Texas.  You  will  receive  a report  from  your  delegate,  Dr.  Jack  Elston,  later.  My  participation  does 
not  usurp  his  functions,  but  merely  augments  them. 

I would  hope  that  all  of  us  realize  and  appreciate  the  time  and  effort  the  delegate  spends  on  our  behalf 
at  these  meetings  twice  a year. 

The  President’s  involvement  began  early  Saturday  morning,  with  The  Organization  of  State  Medical  Asso- 
ciation Presidents.  This  consists  of  round  table  discussion  with  the  presidents  of  the  other  forty-nine  states 
and  three  territories,  and  covered  voluntary  binding  contractual  arbitration  in  physicians’  liability,  state  leg- 
islation and  professional  liability  and  Blue  Shield  plans.  It  was  my  distinct  impression  that  we  are  at  least  on 
a par,  or  ahead,  of  the  other  states  in  all  of  these  fields. 

The  following  morning  was  the  Conference  of  Presidents  and  Other  Officers  of  State  Medical  Associations, 
the  topic  being  “Forum  for  Medical  Affairs”,  which  covered  such  areas  as  H.S.A.,  P.S.R.O.,  U.  & R.  pre- 
sented by  a representative  of  H.E.W.,  Dr.  Harry  P.  Cain.  I will  reserve  my  opinions  on  this  presentation 
until  I can  discuss  this  with  you  personally  at  the  district  level. 

The  House  of  Delegates  then  formally  convened.  As  we  were  lacking  an  alternate  delegate  this  session,  I 
attended  all  of  the  sessions.  You  will  receive  a formal  report  from  your  delegate  later,  as  previously  men- 
tioned. 

South  Dakota  had  its  caucus  every  evening,  but  I was  truly  sorry  that  more  of  us  were  not  present.  Our 
caucus  consisted  of  Jack  Elston,  Bob  Quinn,  Bob  Johnson,  and  myself. 

Monday  was  devoted  to  attending  reference  committees,  but  here  again,  it  was  rather  difficult  to  cover 
ten  committees  with  a contingent  of  four. 

Monday  morning  was  the  North  Central  Conference  breakfast,  presided  over  very  ably  by  Bob  Quinn, 
President.  At  this  time,  all  the  candidates  for  the  national  offices  appeared  and  gave  their  “pitch”. 

Wednesday  afternoon  was  the  inauguration  of  Dr.  Richard  Palmer  as  the  new  President  of  the  AMA. 
This  was  a very  impressive  ceremony,  and  Dr.  Palmer  appears  to  be  a very  capable  leader.  My  overall  im- 
pression is  that  the  AMA  has  very  capable  leaders.  They  are  aware  of  our  problems  in  the  Plains  States, 
and  are  definitely  working  diligently  in  our  behalf. 

Fraternally, 

F.  D.  LEIGH,  M.D. 

President 

South  Dakota  State  Medical  Association 
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Last  year,  the  Endowment 
Association  collected  $16,288.80  in 
donations,  memorials,  Alumni  Association 
contributions  and  the  Dean’s  Fund. 

A total  of  $35,300.00  was  loaned  to 
students  at  the  School  of  Medicine  in 
Vermillion. 


Our  expenditures  more  than  doubled 
our  income.  Our  goal  is  to  keep  these  items 
more  closely  in  balance.  We  need  your 
interest  and  participation  to  provide  as 
much  assistance  to  the  students  as  possible. 

Won't  you  help  us  to  help 
today's  medical  students? 


Contributions  can  be  sent  to: 

SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT  ASSOCIATION 

608  WEST  AVENUE,  NORTH 
SIOUX  FALLS,  SOUTH  DAKOTA  57104 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


SDAFP  Diplomates,  ABFP — We  currently  have  39  SDAFP 
members  practicing  in  South  Dakota  who  are  Diplomates, 
ABFP,  through  the  1975  exam.  This  represents  33%  of  the 
active  membership  of  our  Chapter. 

S.  W.  Allen,  Jr.,  M.D. 

Loren  H.  Amundson,  M.D. 

Edward  J.  Batt,  M.D. 

David  Buchanan,  M.D. 

James  Collins,  M.D. 

Roscoe  Dean,  M.D. 

Neil  Elkjer,  M.D. 

Richard  Friess,  M.D. 

Donald  Frost,  M.D. 

L.  W.  Holland,  M.D. 

Don  R.  Hutchison,  M.D. 

Theodore  Jacobson,  M.D. 

R.  C.  Jahraus,  M.D. 

Charles  Johnson,  M.D. 

Wenzel  J.  Kovarik,  M.D. 

Jerry  L.  Lewis,  M.D. 

B.  O.  Lindbloom,  M.D. 

Bruce  Lushbough,  M.D. 

Curtis  L.  Mark,  M.D. 

Melvin  Marousek,  M.D. 

Marvin  Norris,  M.D. 

Denny  Ortmeier,  M.D. 

Charles  Pelton,  M.D. 

Edward  H.  Peters,  M.D. 

John  Rittmann,  M.D. 

John  Rodine,  M.D. 

James  Ryan,  M.D. 

E.  A.  Schabauer,  M.D. 

Edgar  Smart,  M.D. 

Lloyd  Sweeney,  M.D. 

Guy  Tam,  M.D. 

A.  J.  Tieszen,  M.D. 

William  R.  Tschetter,  M.D. 

C.  L.  Vogele,  M.D. 

V.  V.  Volin,  M.D. 

Jerry  Walton,  M.D. 

Raymond  J.  Zakahi,  M.D. 

Clinical  Faculty,  USD  School  of  Medicine — The  following 
active,  practice  affiliate,  and  resident  affiliate  members, 
SDAFP,  have  been  selected  to  serve  as  Clinical  Unit 
Faculty  for  the  forthcoming  year  which  includes  both  third 
and  fourth  year  medical  students  in  training.  These  physi- 
cians will  be  working  in  the  Third  Year  Ambulatory  Family 
Medicine  Clerkship,  the  required  six  week  Fourth  Year 
Rural  Family  Medicine  Clerkship,  and  the  Fourth  Year 
Elective  Community  and  Family  Medicine  Clerkship. 

Geographic  Full  Time 

L.  H.  Amundson,  M.D.  Sioux  Falls 

Edward  Batt,  M.D.  Sioux  Falls 

Joseph  Hamm,  M.D.  Sturgis-Rapid  City 

Ambulatory  Family  Medicine  Clerkship 

Clark  Johnson,  M.D.  Yankton 

Richard  Porter,  M.D.  Yankton 

Lloyd  Sweeney,  M.D.  Sioux  Falls 


Donald  Frost,  M.D. 

Sioux  Falls 

Richard  Friess,  M.D. 

Sioux  Falls 

Edward  Peters,  M.D. 

Sioux  Falls 

Guy  Tam,  M.D. 

Sioux  Falls 

Jerry  Walton,  M.D. 

Sioux  Falls 

V.  V.  Volin,  M.D. 

Sioux  Falls 

Lawrence  Finney,  M.D. 

Sioux  Falls 

Earl  Kemp,  M.D. 

Sioux  Falls 

John  Devick,  M.D. 

Colton 

Larry  Sittner,  M.D. 

Sioux  Falls 

Howard  Hoody,  M.D. 

Sioux  Falls 

Stephen  Noll,  M.D. 

Sioux  Falls 

Dan  Morton,  M.D. 

Sioux  Falls 

James  Powell,  M.D. 

Sioux  Falls 

Gary  Sinning,  M.D. 

Sioux  Falls 

H.  Bruce  Vogt,  M.D. 

Sioux  Falls 

Christine  Bucy,  M.D. 

Sioux  Falls 

Louis  Hogrefe,  M.D. 

Sioux  Falls 

John  Malm,  M.D. 

Sioux  Falls 

James  Miller,  M.D. 

Sioux  Falls 

James  Nielsen,  M.D. 

Sioux  Falls 

Kevin  Wycoff,  M.D. 

Sioux  Falls 

David  Yecha,  M.D. 

Sioux  Falls 

Gerald  VanEs,  M.D. 

Sioux  Falls 

Rural  Family  Medicine  Clerkship 

Bruce  Lushbough,  M.D. 

Brookings 

Curtis  Wait,  M.D. 

Brookings 

Robert  Shaskey,  M.D. 

Brookings 

Robert  Bell,  M.D. 

DeSmet 

Louis  Karlen,  M.D. 

DeSmet 

Ray  Nemer,  M.D. 

Gregory 

Gary  Welsh,  M.D. 

Lead 

J.  H.  Bertheau,  M.D. 

Lead 

Byford  Anderson,  M.D. 

Lead 

Daniel  Sherry,  M.D. 

Lead 

Art  Lampert,  M.D. 

Madison 

Homer  Stensrud,  M.D. 

Madison 

James  Ryan,  M.D. 

Mobridge 

Jeffrey  Peterson,  M.D. 

Mobridge 

Curt  Jahraus,  M.D. 

Pierre 

B.  O.  Lindbloom,  M.D. 

Pierre 

A.  J.  Tieszen,  M.D. 

Pierre 

R.  J.  Zakahi,  M.D. 

Pierre 

Charles  Swanson,  M.D. 

Pierre 

Ray  Owens,  M.D. 

Pierre 

Wenzel  Kovarik,  M.D. 

Rapid  City 

William  Tschetter,  M.D. 

Rapid  City 

Paul  Dzintars,  M.D. 

Rapid  City 

Richard  Finley,  M.D. 

Rapid  City 

Charles  Loos,  M.D. 

Rapid  City 

Ray  Strand,  M.D. 

Rapid  City 

Herb  Saloum,  M.D. 

Tyndall 

Robert  Foley,  M.D. 

Tyndall 

Elective  Community  and  Family  Medicine  Clerkship 

Lonnie  Waltner,  M.D. 

Bridgewater 

Irvin  Kaufman,  M.D. 

Freeman 

Ted  Jacobson,  M.D. 

Hot  Springs 

Peter  Lakstigala,  M.D. 

Sioux  Falls 

Parry  Nelson,  M.D. 

Watertown 

Lloyd  Vogelgesang,  M.D. 

Webster 

Roscoe  Dean,  M.D. 

Wessington  Springs 

Watertown 
Sioux  Falls 
Sioux  Falls 
Huron 
Hoven 

Wessington  Springs 

Sioux  Falls 

Sioux  Falls 

Sioux  Falls 

Chamberlain 

Hot  Springs 

Hot  Springs 

Pierre 

Lemmon 

Rapid  City 

Faulkton 

Pierre 

Brookings 

Viborg 

Belle  Fourche 
Hot  Springs 
Sioux  Falls 
Gettysburg 
Sioux  Falls 
Watertown 
Aberdeen 
Mobridge 
Mitchell 
Belle  Fourche 
Sioux  Falls 
Sioux  Falls 
Pierre 
Rapid  City 
Aberdeen 
Sioux  Falls 
Sioux  Falls 
Pierre 
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Health  care  doesn’t  Rl^ruies 
need  more  red  tape  MA 


THERE AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 

YOU  AND  YOUR 
PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


ini 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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APPLICATION  OF  A SIMPLE  TECHNIQUE 
The  Gram  stain  has  been  a time  honored  technique 
and  sometimes  can  be  extremely  useful  for  the 
practicing  physician.  It  can  be  useful  in  the  follow- 
ing situations: 

1.  It  can  determine  the  adequacy  of  the  speci- 
men. For  instance,  in  the  sputum  the  presence 
of  polymorphonuclear  leukocytes  (pus  cells, 
polys)  and  the  absence  of  many  epithelial 
cells  along  with  bacteria  suggest  a good  speci- 
men. While  the  absence  of  pus  cells  and  the 
presence  of  many  epithelial  cells  suggest  con- 
tamination with  saliva. 

2.  The  Gram  stain  smear  can  provide  important 
data  on  which  to  base  early  clinical  decisions. 
For  instance,  adequate  sputum  smears  can  give 
a clue  to  the  possibility  of  pneumococcal  pneu- 
monia as  opposed  to  Gram  negative  pneu- 
monia on  the  smear  alone.  Another  example 
is  gas  gangrene  where  the  gram  positive  bacilli 
can  be  easily  seen.  A third  use  is  in  smears  of 
cerebrospinal  fluid.  It  is  true  the  Gram  stain  is 
not  always  helpful  in  this  situation  but  can  be 
and  can  suggest  the  use  of  a more  specific 
antimicrobial  agent  in  contrast  to  broad  spec- 
trum therapy  which  may  induce  superinfec- 


Choice Space 
Available 

KOENIG 

PROFESSIONAL 

BUILDING 

1320  South  Minnesota 
Sioux  Falls,  South  Dakota 

Includes  waiting  room,  business  office — 
laboratory  and  twelve  examining  rooms 
and/or  offices.  Approximately  2,400  sq.  ft. 

Excellent  Location 
Good  Parking 
Competitive  Rent 

Call  Ray  Ordinachev 
Bob  Schmidt 
John  Timmer 

Phone  605-336-0350 


tion. 

3.  The  Gram  stain  smear  may  indicate  a need  for 
laboratory  procedures  not  routinely  employed. 
The  presence  of  fungal  organisms  is  one  ex- 
ample. Another  is  the  presence  of  organisms 
which  suggest  anaerobic  bacteria. 

4.  The  Gram  stain  smear  may  provide  clues  that 
are  important  in  interpreting  culture  results. 
In  patients  who  have  already  received  anti- 
biotics, the  direct  smear  may  show  organisms 
that  do  not  grow  on  culture.  The  presence  of 
organisms  on  gram  stain  but  culture  with  no 
growth  in  material  from  an  abscess  certainly 
suggests  an  anaerobic  infection. 

5.  In  some  cases,  the  Gram  stain  smear  may  re- 
flect quantitative  information.  For  instance, 
since  some  bacteria  grow  more  rapidly  than 
others,  the  true  predominant  organism  in  the 
patient  may  be  overgrown  by  more  hearty  but 
less  numerous  bacteria.  Initial  gram  stain  can 
be  helpful  in  this  regard. 

I should  perhaps  now  mention  where  the  Gram  stain 
is  not  helpful.  It  is  not  helpful  in  routine  throat  and 
stool  specimens.  In  stools  where  there  is  a pre- 
dominance of  gram  positive  cocci  or  yeast  as  in 
Candida  or  staphylococcal  enteritis  it  may  be  helpful 
but  usually  it  is  not  helpful  in  stool  bacteriology. 
Gram  stain  smears  for  gonococcus  in  females  are  al- 
so of  little  value. 

John  F.  Barlow,  M.D. 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL  AS- 
SOCIATIONS WITH  WHOM  YOU  ARE  ASSOCI- 
ATED. REFERENCES  TO  QUALIFIED  INQUIRIES  ARE 
GLADLY  FURNISHED. 

39th  & MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  ‘‘Chuck"  Point,  Mgr.  Home  phone  336-3168 


DISTINGUISHED  SERVICE  AWARD 

Started  in  1951 — T.  F.  Riggs,  M.D.,  Pierre 
(deceased) 

1952 —  H.  Russell  Brown,  M.D.,  Watertown 

1953 —  Guy  Van  Demark,  M.D.,  Sioux  Falls 
(deceased) 

1954 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1955 —  R.  G.  Mayer,  M.D.,  Aberdeen 
(deceased) 

1956 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1957 —  W.  E.  Donahoe,  M.D.,  Sioux  Falls 
(deceased) 

1958 —  Drs.  J.  C.  Hagin  (deceased),  M.  W.  Pang- 
burn  (deceased),  and  James  DeGeest,  Miller 

1958 — J.  F.  Brenckle,  M.D.,  Superior  Wise, 
(deceased) 

1958 —  Mrs.  Agnes  Holdridge,  Madison 

1959 —  Walter  L.  Hard,  Ph.D.,  Vermillion 
1959 — Rev.  and  Mrs.  Robert  O.  Bates,  Sturgis 

1959 —  R.  M.  Kilgard,  M.D.,  Watertown 
(deceased) 

1960 —  L.  J.  Pankow,  M.D.,  Sioux  Falls 
(deceased) 

1961 —  Gregg  M.  Evans,  Ph.D.,  Custer 

1962 —  Edwin  Shaw,  Ph.D.,  Vermillion  (deceased) 

1963 —  Arthur  A.  Lampert,  M.D.,  Rapid  City 

1964 —  John  C.  Foster,  Phoenix,  Arizona 

1965 —  A.  P.  Reding,  M.D.,  Marion 

1966 —  Mrs.  C.  Rodney  Stoltz,  Watertown 

1967 —  Mrs.  William  Fish,  Watertown 

1968 —  G.  J.  Bloemendaal,  M.D.,  Ipswich 

1969 —  F.  W.  Haas,  M.D.,  Yankton  (deceased) 

1970 —  Paul  Bunker,  M.D.,  Aberdeen  (deceased) 

1971 —  E.  T.  Lietzke,  M.D.,  Beresford  (deceased) 

1972 —  C.  B.  McVay,  M.D.,  Yankton 

1973 —  G.  E.  Tracy,  M.D.,  Watertown 

1974 —  J.  A.  Muggly,  M.D.,  Madison 

1975 —  Harvey  Wollman,  Hitchcock 

1976 —  R.  H.  Quinn,  M.D.,  Sioux  Falls 
COMMUNITY  SERVICE  AWARD 

1961 —  R.  A.  Buchanan,  M.D.,  Huron 

1962 —  Roland  F.  Hubner,  M.D.,  Yankton 

1963—  George  W.  Mills,  M.D.,  Wall  (deceased) 

1964 —  John  C.  Hagin,  M.D.,  Miller  (deceased) 

1965 —  Alonzo  P.  Peeke,  M.D.,  Volga 

1966 —  Hugo  C.  Andre,  M.D.,  Vermillion  (deceased) 

1967 —  G.  Robert  Bartron,  M.D.,  Watertown 

1968 —  M.  M.  Morrissey,  M.D.,  Pierre  (deceased) 

1969 —  N.  J.  Sundet,  M.D.,  Kadoka  (deceased) 

1970 —  W.  H.  Saxton,  M.D.,  Huron 

1971 —  R.  E.  Van  Demark,  M.D.,  Sioux  Falls 

1972 —  R.  H.  Hayes,  M.D.,  Pierre 

1973 —  B.  F.  King,  Aberdeen  (deceased) 


1974 —  M.  C.  Tank,  M.D.,  Brookings 

1975 —  Karl  Wegner,  M.D.,  Sioux  Falls 

1976 —  John  T.  Elston,  M.D.,  Rapid  City 

AESCULAPIUS  AWARD 

1966 — Paul  R.  Leon,  M.D. 

Walter  Miller,  M.D.,  Aberdeen 
1968— H.  Phil  Gross,  M.D.,  Sioux  Falls 

FIFTY  YEAR  CLUB  MEMBERS 

C.  V.  Auld,  Plankinton  (deceased) 

R.  A.  Buchanan,  M.D.,  Huron 
John  L.  Calene,  M.D.,  California 
Myrtle  Carney,  M.D.,  Ft.  Worth,  Texas 
J.  C.  Clark,  M.D.,  Sioux  Falls  (deceased) 

F.  L.  Class,  M.D.,  Huron  (deceased) 

M.  E.  Cogswell,  M.D.,  Wolsey  (deceased) 

J.  Cook,  M.D.,  Bonesteel  (deceased) 

Harold  L.  Crane,  M.D.,  Avon,  Conn,  (deceased) 

S.  A.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

W.  E.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

V.  W.  Embree,  M.D.,  Pierre  (deceased) 

W.  D.  Farrell,  M.D.,  Aberdeen  (deceased) 

R.  B.  Fleeger,  M.D.,  Lead  (deceased) 

R.  R.  Fisk,  M.D.,  Flandreau  (deceased) 

F.  W.  Freyberg,  M.D.,  Mitchell 

E.  E.  Gage,  M.D.,  Sioux  Falls  (deceased) 

D.  A.  Gregory,  M.D.,  Milbank 

E.  H.  Grove,  M.D.,  Arlington  (deceased) 

J.  C.  Hagin,  M.D.,  Miller  (deceased) 

Lyle  Hare,  M.D.,  Spearfish  (deceased) 

J.  A.  Hohf,  M.D.,  Yankton  (deceased) 

F.  S.  Howe,  M.D.,  Deadwood  (deceased) 

A.  H.  Hoyne,  M.D.,  Salem  (deceased) 

A.  S.  Jackson,  M.D.,  Rapid  City  (deceased) 

R.  J.  Jackson,  M.D.,  Hot  Springs  (deceased) 

J.  A.  Jacotel,  M.D.,  Milbank  (deceased) 

G.  T.  Jordan,  M.D.,  Vermillion  (deceased) 

F.  F.  Keene,  M.D.,  Wessington  Springs  (deceased) 
J.  H.  Lloyd,  M.D.,  Mitchell 

0.  J.  Mabee,  M.D.,  Mitchell 

P.  V.  McCarthy,  M.D.,  Aberdeen 

G.  W.  Mills,  M.D.,  Wall  (deceased) 

B.  C.  Murdy,  M.D.,  Aberdeen  (deceased) 

T.  F.  O’Toole,  M.D.,  Rapid  City  (deceased) 

N.  T.  Owen,  M.D.,  Rapid  City  (deceased) 

L.  L.  Parke,  M.D.,  Canton  (deceased) 

M.  O.  Pemberton,  M.D.,  Deadwood  (deceased) 
R.  J.  Quinn,  M.D.,  Sioux  Falls  (deceased) 

F.  J.  Radusch,  M.D.,  California 

T.  B.  Ranney,  M.D.,  Aberdeen  (deceased) 

T.  F.  Riggs,  M.D.,  Pierre  (deceased) 

1.  R.  Salladay,  M.D.,  Ft.  Mead 
W.  H.  Saxton,  M.D.,  Huron 

H.  L.  Saylor,  M.D.,  Huron  (deceased) 

C.  E.  Sherwood,  M.D.,  Brookings 
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F.  J.  Tobin,  M.D.,  Mitchell  (deceased) 

J.  S.  Tschetter,  M.D.  Huron  (deceased) 

F.  W.  Valkenaar,  M.D.,  Chancellor  (deceased) 

G.  E.  Van  Demark,  M.D.,  Sioux  Falls  (deceased) 

H.  P.  Volin,  M.D.,  Lennox  (deceased) 

C.  H.  Weishaar,  M.D.,  Aberdeen  (deceased) 

J.  R.  Westaby,  M.D.,  Madison  (deceased) 

G.  E.  Zimmerman,  M.D.,  Missoula,  Montana 
(deceased) 


MODERN  PRESS,  INC. 

A South  Dakota  Printer  interested  in  helping 
you  the  Physician  with  your  printing  needs. 
Please  contact  Modern  Press  if  you  need 
quality  letterheads,  envelopes,  business 
forms,  etc.  Call:  336-2377  or  Write: 

Modern  Press,  Inc. 

808  West  Avenue  North 
Sioux  Falls,  S.D.  57104 


FAMILY  PRACTITIONER 
WANTED 

Two  family  physicians  with  large  hos- 
pital practice  wish  third  associate  who 
is  board  eligible  to  join  busy  family 
practice.  Located  in  Waterloo,  Iowa,  a 
northeast  Iowa  community  of  75,000. 
All  records  dictated  on  the  Problem 
Orientated  Medical  Records  System. 

Contact:  Ronald  R.  Roth,  M.D. 
and 

Ronald  D.  Flory,  M.D. 

611  Black’s  Bldg. 

Waterloo,  IA  50703 


Stairway-Elevator 


Phone  us  toll  free 


Easy-Lift  Chair 


for  more  information 


1-800-952-3968 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 

Sioux  Falls,  SD  57105 

PUTTING  PEOPLE  IN  MOTION 
with  AMERICAN  STAIRGLIDE  products 


Porchlift 


Electric 

Wheelchair 
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SOUTH  DAKOTA 


South  Dakota  State  Medical  Association  Roster — 1976 
Membership  by  Districts 


ABERDEEN 


Pres., 

David  Seaman, 

DISTRICT  No. 

M.D. 

1 

S 

Albano,  P 

....  Aberdeen 

♦Graff,  L.  W 

. . . Britton 

Altman,  S 

Hovland,  James  I 

. Aberdeen 

Andersen,  Calvin  . . . 

Aberdeen 

Janusz,  A.  J 

. Aberdeen 

♦Avotins,  R 

Faulkton 

Kamperschroer,  P 

. .Aberdeen 

Berg,  S 

Kosse,  Karl  

. Aberdeen 

♦Bloemendaal,  G.  J.  . 

Ipswich 

Leon,  Paul  

. Aberdeen 

Broadhurst.  K.  A.  . . 

Aberdeen 

♦McCarthy,  P.  V 

. Aberdeen 

♦Calene,  J.  L 

Aberdeen 

McFee,  John  L 

. . . Ipswich 

Chang,  Joe  P 

Aberdeen 

McGee,  Robert  C 

. Aberdeen 

Chavier,  Juan  R.  . . . 

McIntosh,  G.  F 

. . . Eureka 

Christopher,  John  . . 

....  Aberdeen 

Margallo,  Lucia  

. . .Redfield 

Driver,  I 

Mestrich,  R.  K 

. Aberdeen 

D’Souza,  E.  P 

Aberdeen 

Murdy,  C.  B.  

. Aberdeen 

Eckrich,  J.  A 

♦Norgello,  V 

Sioux  Falls 

Eckrich,  J.  A.,  Jr.  . . 

Odland,  W.  B 

. Aberdeen 

Fahrenwald,  M.  ... 

Redfield 

Patterson,  D 

. . Redfield 

Gerber,  B.  C 

Perry,  E.  J 

. Aberdeen 

Pres., 

WATERTOWN 
DISTRICT  No.  2 

Parry  Nelson,  M.D.  S 

Allen,  S 

Guddal,  W.  N 

Watertown 

Anderson,  D.  R 

. . . . Watertown 

Hanson,  B 

Watertown 

Argabrite,  J.  W 

. . . . Watertown 

Heinrichs,  E.  H 

Watertown 

Bartron,  G.  Robert  . 

Heupel,  Alden  R 

Watertown 

Bartron,  H.  J.,  Jr.  . . 

. . . . Watertown 

Hughes,  H.  D 

Clear  Lake 

Brakss,  V 

♦Huppler,  E.  G 

Watertown 

Brown,  H.  Russell  . . 

. . . Watertown 

Larson,  James  C 

Watertown 

Clark,  C.  J 

Meyer,  Robert  

Watertown 

Desai,  B.  J 

Michieli,  Jose  

Watertown 

Fedt,  D 

Nelson,  P.  S 

Watertown 

Pres., 

MADISON-BROOKINGS 
DISTRICT  No.  3 

J.  L.  Reagan,  M.D. 

Anderson,  J.  A 

Madison 

Malhi,  H Lake  Preston 

Francisco,  E 

Muggly,  J.  A 

. . Madison 

Franckowiak,  John  J. 

...  .Brookings 

Otey,  B.  T 

. Flandreau 

Friefeld,  S 

Patt,  W.  H 

. Brookings 

Henry,  Robert 

Peeke,  A.  P 

Klar,  W 

♦Plowman,  E.  T 

Lampert,  A.  A.,  Jr.  . 

Primrose,  Joseph  

. . Brookings 

Lushbough,  B.  C.  . . . 

....  Brookings 

Reagan,  J.  L 

Malhi,  D.  S 

. Lake  Preston 

Roberts,  C.  S.,  Jr 

. Brookings 

Pres., 

C.  L.  Swanson, 

PIERRE 
DISTRICT  No. 

M.D. 

4 

S 

Askwig,  L.  C 

Pierre 

Jahraus,  R.  C 

Collins,  E.  H 

Knutson,  J 

Cosand,  M 

Lindbloom,  B.  0 

Cowan,  J.  T 

Owens,  R.  J 

♦Fox,  S.  W 

Park,  Dai  H 

Horthy,  K 

HURON 
DISTRICT  No. 

5 

Sec.,  Wm.  Sweeney,  M.D. 

Rodine,  J.  C Aberdeen 

*RudoIph,  E.  A Aberdeen 

Sanders,  M.  E Aberdeen 

Scheffel,  A Redfield 

Seaman,  David  Aberdeen 

Shaurette,  Glen  Aberdeen 

Shinghal,  K Aberdeen 

Shinghal,  P Aberdeen 

Shousha,  Alfred  Britton 

Steele,  G.  H Aberdeen 

Sweeny,  W.  T Aberdeen 

Taylor,  Wm.  R Aberdeen 

Tseng,  Chang-chyi Aberdeen 

Vogele,  A.  C Aberdeen 

Vogele,  C.  L Aberdeen 

Zvejnieks,  Karlis  Aberdeen 


Sec.,  J.  J.  Stransky,  M.D. 

Piro,  David  F Watertown 

Rittmann,  John  Watertown 

Rousseau,  David M S. 

Rousseau,  M.  C Watertown 

Rud,  James  Watertown 

Stoltz,  C.  R Watertown 

Stransky,  J.  J Watertown 

Tracy,  G.  E Watertown 

Wrage,  T.  J.,  Jr Watertown 


Scheller,  D.  L Arlington 

Shaskey,  R.  E Brookings 

♦Sherwood,  C.  E Madison 

Stensrud,  JL  J Madison 

Tank,  M Brookings 

Tesch,  R Brookings 

Wait,  C Brookings 

♦Whitson,  G.  E Madison 

♦Wold,  H.  R Madison 


Spears,  B Pierre 

Swanson,  C.  L Pierre 

Tieszen,  A.  J Pierre 

Werthman,  H.  E Pierre 

Zakahi,  R.  J Pierre 


Pres., 

Roscoe  Dean,  M.D. 

Sec., 

Emil  Hofer,  M.D. 

Adams,  H.  P 

Huron 

Hofer,  E.  A 

Leigh,  F.  D 

Bell,  G.  Robert  . . . . 

Hohm,  P 

Lenz,  B.  T 

Buchanan,  D 

Hohm,  T 

Monfore,  James 

Miller 

Buchanan,  R.  A.  . . . 

Huron 

Huet,  G.  M 

♦Saxton,  W.  H 

Dean,  Roscoe 

. . Wess.  Springs 

Joseph,  E 

Saylor,  H.  L„  Jr 

DeGeest,  J.  H 

Miller 

Karlen,  L.  W 

Tschetter,  P.  S 

Gryte,  C.  F 

Lardinois,  C.  C 

Huron 

Zastrow,  A 

Hanson,  Wm.  0.  . . . 

Huron 
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MITCHELL 
DISTRICT  No.  6 


Pres.,  C.  D.  Monson,  M.D. 


Berry,  J.  T Mitchell 

Binder,  C.  F Chamberlain 

Delaney,  Robert Mitchell 

Delaney,  W.  A.,  Jr Mitchell 

Gere,  R.  G Mitchell 

Gillis,  F.  D Mitchell 

Hockett,  Richard  Mitchell 

Holland,  L.  W Chamberlain 

Judge,  J.  O Mitchell 


Pres.,  Richard  Gunnarson,  M.D. 

Aceto,  T.  

. . . Sioux  Falls 

Alcorn,  F.  A 

. . . Sioux  Falls 

Alvine,  F.  G 

. . . Sioux  Falls 

Amundson,  Loren  . . . 

. . . Sioux  Falls 

Anderson,  C 

M.S. 

Anderson,  T.  R 

. . . Sioux  Falls 

Anderson,  W.  R 

. . . Sioux  Falls 

Angelos,  T 

Canton 

Arneson,  W.  A 

. . . Sioux  Falls 

Aspaas,  P.  K 

. . Dell  Rapids 

Barlow,  J.  F 

. . . Sioux  Falls 

Barnett,  G.  L 

. . . Sioux  Falls 

Batt,  Edward 

. . . .Sioux  Falls 

Begley,  B.  J 

. . . Sioux  Falls 

Benson,  G 

. . . Sioux  Falls 

Billion,  J.  J 

. . . Sioux  Falls 

Billion,  T.  J.,  Jr.  . . . 

. . . Sioux  Falls 

Boade,  W.  A 

. . . Sioux  Falls 

Breit,  D.  H 

Brzica,  S.  M 

Burns,  E.  A 

. . . Sioux  Falls 

Burns,  K 

♦Carney,  M.  

Chalmers,  J.  H 

. . . Sioux  Falls 

Church,  W.  G 

♦Cottam,  G.  I.  W.  . . 

Cutshall,  V.  H 

. . . Sioux  Falls 

Cutshall,  V.  K 

. . . .Sioux  Falls 

Daw,  E.  F 

. . . Sioux  Falls 

DeClark,  R.  P 

. . . Sioux  Falls 

De  Marco,  Lynn  . . . . 

Devick,  J.  S.  ....... 

Colton 

Donahoe,  J.  W 

. . . Sioux  Falls 

tDonahoe,  R.  R.  . . 

Dunn,  Stephen  .... 

. . . .Sioux  Falls 

♦Eirinberg,  I 

. . . . Sioux  Falls 

Ensberg,  D 

. . . Sioux  Falls 

Entwistle,  F.  R 

. . . . Sioux  Falls 

Epp,  D 

Farkas,  E.  C 

Farrell,  H.  W 

. . . Sioux  Falls 

Felker,  James 

Ferrell,  M.  R 

. . . Sioux  Falls 

Finney,  L.  W 

. . . Sioux  Falls 

Fisk,  R.  G 

Flora,  G.  C 

. . . Sioux  Falls 

Friess,  R.  W 

Frost,  D.  M 

Fuller,  Wm.  C 

Gehring,  S 

Pres.,  Gordon  Held,  M.D. 


Alonzo,  Leoncio Yankton 

Auld,  M.  A Yankton 

Brookman,  B.  T Wagner 

Fletcher,  H Vermillion 

Foley,  R.  J Tyndall 

Halverson,  K Yankton 

Held,  G Yankton 

♦Hill,  J.  F Yankton 

Hollerman,  Chas Yankton 


Lewis,  H.  R Mitchell 

♦Lloyd,  J.  H Mitchell 

Mabee,  J.  O Mitchell 

Mabee,  O.  J Mitchell 

McCann,  J.  P Parkston 

Moller,  C Mitchell 

Monson,  C.  D Parkston 

Mueller,  E.  H Tripp 


SIOUX  FALLS 


DISTRICT  No.  7 

Sec.,  Allan  Boade,  M.D. 

Giebink,  R.  R Sioux  Falls 

Goelzer,  M Mich  g n 

Greenfield,  D.  L Sioux  Falls 

Greenfield,  R.  E Sioux  Falls 

Gulledge,  A.  D Sioux  Falls 

Gregg,  J.  B Sioux  Falls 

Groote,  C Sioux  Falls 

Gross,  H.  Phil  Sioux  Falls 

♦Grove,  M.  S.  . . Sioux  Falls 

Gunnarson,  R.  E Sioux  Falls 

Hartzell,  A Sioux  Falls 

Hermanson,  J.  M.  . . Valley  Springs 

Hosen,  R.  S Sioux  Falls 

♦Hoskins,  J.  H Sioux  Falls 

Hoskins,  John Sioux  Falls 

Hoxtell,  Eugene Sioux  Falls 

Hussain,  Rifat  S'oux  Falls 

Hyland,  L Sioux  Falls 

Janis,  J.  B Sioux  Falls 

Jaqua,  R.  A Sioux  Falls 

Johnson,  D.  L Sioux  Falls 

Jones,  W.  L Sioux  Falls 

Kaufman,  I.I Freeman 

Kemp,  E Sioux  Falls 

Kennelly,  Daniel Sioux  Falls 

King,  L.  M Sioux  Falls 

Kittelson,  H.  O Sioux  Falls 

Knutson,  Dennis Sioux  Falls 

Kohlmeyer,  F.  C Sioux  Falls 

Koob,  K Sioux  Falls 

Lakstigala,  P Sioux  Falls 

Lang,  Durward Sioux  Falls 

Larson,  Leland  J Sioux  Falls 

Leander,  R.  B Sioux  Falls 

Lee,  S.  G Sioux  Falls 

Leraan,  L.  G Sioux  Falls 

Looby,  T Sioux  Falls 

Loos,  G.  D Sioux  Falls 

Maresh,  E.  R Sioux  Falls 

Mobley,  J Sioux  Falls 

Munson.  D Sioux  Falls 

Mutch,  M.  G Sioux  Falls 

McDonald,  C.  J Sioux  Falls 

McGreevy,  J.  V Sioux  Falls 

McGreevy,  P.  S Sioux  Falls 

McHardy,  B.  R Sioux  Falls 

Naughton,  G Sioux  Falls 

Nelson,  Earl Viborg 

Nelson,  R.  E Sioux  Falls 


YANKTON 
DISTRICT  No.  8 

Sec.,  John  Willcockson,  M.D. 


Holzwarth,  D.  R Yankton 

Hubner,  J.  Yankton 

♦Hubner,  R.  F Yankton 

Isburg,  Carroll Yankton 

Jameson,  G.  M Yankton 

Johnson,  C.  F Yankton 

Johnson,  T.  C Yankton 

Kalda,  E.  F Platte 

Lesher,  R Yankton 


Sec.,  B.  R.  Skogmo,  M.D. 


Murphy,  John  T Mitchell 

Porter,  M Parkston 

Schabauer,  E.  A Mitchell 

Skogmo,  B.  R Mitchell 

Tobin,  L.  W Mitchell 

Vonburg,  V.  R Mitchell 

Vose,  J.  L Mitchell 

Weatherill,  D.  W Mitchell 


Treas.,  Frank  Alvine,  M.D. 


Nice,  Richard Sioux  Falls 

O’Brien,  P Sioux  Falls 

Ochsner,  J.  A Sioux  Falls 

O’Connell,  James Sioux  Falls 

Ogborn,  R.  J Sioux  Falls 

Opheim,  W.  L Sioux  Falls 

Orr,  R.  T Sioux  Falls 

Ortmeier,  Denny  Sioux  Falls 

Pasek,  E.  A Sioux  Falls 

Peik,  D.  J Sioux  Falls 

Petereit,  M.  F Sioux  Falls 

Peters,  E.  H Sioux  Falls 

Petres,  A Salem 

Pitt-Hart,  Barry  T Sioux  Falls 

Quinn,  R.  H Sioux  Falls 

Reagan,  P.  R Sioux  Falls 

Regier,  E Canton 

Reynolds,  James Sioux  Falls 

Rossing,  W.  O Sioux  Falls 

Rost,  M Sioux  Falls 

Rutt,  Carl  Sioux  Falls 

Sanchez,  G Sioux  Falls 

Sanderson,  E.  W Sioux  Falls 

Schultz,  R.  D Sioux  Falls 

♦Sercl,  W Sioux  Falls 

Shreves,  H Sioux  Falls 

Sittner,  Larry Sioux  Falls 

Smith,  G Sioux  Falls 

♦Stahmann,  F Sioux  Falls 

♦Steiner,  P.  K Sioux  Falls 

Stern,  C.  A California 

Swanson,  P Sioux  Falls 

Sweeney.  L.  J Sioux  Falls 

Talley,  Robert Sioux  Falls 

Tam,  Guy Sioux  Falls 

Tschetter,  L.  K.  Sioux  Falls 

Tschetter,  R.  T Sioux  Falls 

Van  Demark,  R.  E Sioux  Falls 

Villa,  Jose  Freeman 

Volin,  V.  V Sioux  Falls 

Wagner,  Loyd Sioux  Falls 

Waltner,  Ixmnie  Bridgewater 

Walton,  J.  E Sioux  Falls 

Wegner,  K.  H Sioux  Falls 

White,  T.  C Sioux  Falls 

Wierda,  D.  R Sioux  Falls 

Williams,  B.  J Sioux  Falls 

Willix,  Robert Sioux  Falls 

Wyatt,  R Sioux  Falls 


Treas.,  Herb  Saloum,  M.D. 

Lee,  K.  J Yankton 

Lyso,  M Yankton 

McVay,  C.  B Yankton 

Messner,  F Yankton 

Moore,  E.  J Vermillion 

Porter,  Richard  I Yankton 

Price,  Ronald  Armour 

Quick,  Wm Yankton 

Radack,  Morris  Yankton 
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Ramos,  M Scotland 

Ranney,  B Yankton 

Reaney,  D.  B Yankton 

Reding,  A.  P Marion 

Saloum,  H Tyndall 

Saoi,  N.  B Yankton 

Sattler,  T.  H Yankton 


Pres.,  R.  J.  Bareis,  M.D. 

Ahrlin,  H.  L Rapid  City 

Ahrlin,  H.  L.,  Jr Rapid  City 

Allen,  Bruce  Rapid  City 

Anderson,  A.  B Lead 

Arnold,  G.  H Rapid  City 

Bailey,  J.  D Rapid  City 

Bareis,  R.  J Rapid  City 

Barrett,  A.  J Rapid  City 

Behrens,  C.  L Rapid  City 

Bergeron,  Dale  Rapid  City 

Berkebile,  Dale Rapid  City 

Bloemendaal,  R.  D Rapid  City 

Blunck,  C.  J Rapid  City 

♦Borgmeyer,  H.  J Rapid  City 

Boyce,  R.  A Rapid  City 

Boyer,  D.  W Rapid  City 

Branch,  Robert Rapid  City 

*Bray,  R.  B Rapid  City 

Brown,  Michael  Spearfish 

Burnap,  D.  W Rapid  City 

Burnett,  R Rapid  City 

Cameron,  D.  E Rapid  City 

Carson,  L.  E Arkansas 

♦Clark,  B.  S Spearfish 

Cline,  J.  A North  Carolina 

Cornford,  R.  C Rapid  City 

Cowling,  G Hot  Springs 

Dewald,  A Rapid  City 

Drummond,  R Rapid  City 

Dulaney,  C.  H Ft.  Meade 

Dzintars,  P.  F Rapid  City 

Ebbert,  Larry  Rapid  City 

Elston,  J.  T Rapid  City 

Ferrell,  R Rapid  City 

Finley,  R.  C Rapid  City 

Freimark.  L.  G Rapid  City 

Fromm,  H.  E Rapid  City 


Savage,  L Yankton 

Sebring,  F.  U Vermillion 

Stanage,  W.  F Yankton 

Steele,  J.  P Yankton 

Stephenson,  D.  R Yankton 

Talbert,  Anthony  Yankton 


BLACK  HILLS 
DISTRICT  No.  9 


Frost,  H.  L Rapid  City 

Gilbert,  F.  J Ft.  Meade 

Golliher,  W.  N Spearfish 

Gwinn,  C.  B Rapid  City 

Haas,  S Rapid  City 

Hamm,  Joseph  Rapid  City 

Hare,  H.  J Rapid  City 

Harris,  R.  H Rapid  City 

Haugan,  H.  O Rapid  City 

Hayes,  Robert  Wall 

Heidepreim,  G Rapid  City 

Hercules,  C Rapid  City 

Hermann,  H.  T Ft.  Meade 

Hewitt,  J.  M Rapid  City 

Howard,  Wm.  J Rapid  City 

Jacobson,  T.  R Hot  Springs 

James,  E Rapid  City 

Javurek,  A.  J Deadwood 

Jerde,  O.  M Rapid  City 

Johnson,  Robert  K Rapid  City 

Jones,  W.  E Sturgis 

*Kegaries,  D.  L Rapid  City 

Kelley,  D.  H Rapid  City 

Kovarik,  J.  A Rapid  City 

Kovarik,  R.  A Rapid  City 

Kovarik,  W.  J Rapid  City 

Kunz,  J.  A Rapid  City 

Kwan,  F.  P Rapid  City 

Lampert,  A.  A Rapid  City 

Loos,  C Rapid  City 

Lopez,  A Hot  Springs 

McDonald,  J Rapid  City 

McGuigan,  P.  M Rapid  City 

Mangulis,  G Philip 

Massa,  L.  L Sturgis 

Mattox,  J.  E Deadwood 

Mattson,  W Rapid  City 


ROSEBUD 
DISTRICT  No.  10 


Bailey,  Donald  . . . 

. . . O’Neill,  Neb. 

Nemer,  R.  G 

Pres.,  R.  R.  Lawrence,  M.D. 

Collins,  J.  D Hoven 

Johnson,  C.  A Lemmon 

Knowles-Smith,  P McLaughlin 

Lawrence,  R.  R Mobridge 


Pres.,  J.  Kass,  M.D. 


Bell,  Eldon  Webster 

*Brinkman,  W.  C Sisseton 

Buentipo,  B Milbank 

♦Gregory,  D.  A Milbank 


M.S. — Indicates  Military  Service 
* — Indicates  Honorary  Membership 
t — Resident 


Nicholas,  George Winner 

Stiehl,  R Winner 


NORTHWEST 
DISTRICT  No.  11 


Linde,  Leonard  Mobridge 

♦Nolan,  B.  P Mobridge 

Pelton,  Charles  Gettysburg 

Peterson,  Jeffrey  Mobridge 

WHETSTONE  VALLEY 
DISTRICT  No.  12 


Janavs,  V Milbank 

Johnson,  E.  A Milbank 

Kass,  Joseph  Rosholt 

♦Lovering,  J Sisseton 


Thompson,  R.  F Yankton 

Thornton,  R.  R Yankton 

Tidd,  J.  T Yankton 

Turner,  C.  R Vermillion 

Willcockson,  John Yankton 

Willcockson,  T.  H Yankton 


Sec.,  A.  J.  Barrett,  M.D. 


Mead,  T 

Medeck,  M.  J.  . . 

Merryman,  M.  P. 

. . . Rapid  City 

Meyers,  W 

. . Hot  Springs 

Millea,  R.  P.  ... 

Munson,  H.  B.  . . 

. . . Rapid  City 

Owen,  G.  S 

. . . Rapid  City 

Palmerton,  E.  S. 

. . . Rapid  City 

Perry,  Wm 

. . . . Ft.  Meade 

♦Radusch,  F.  J.  . 

. . . . California 

Reinoehl,  W 

Custer 

Ruud,  E.  T.  ... 

. . .Hot  Springs 

Sabow.  J.  D.  ... 

. . . Rapid  City 

♦Salladay,  I.  R.  . 

...  Ft.  Meade 

♦Saxton,  A.  J.  . . 

Arizona 

Sejvar,  J.  P 

St.  Paul 

Shining,  H.  S.  . . 

. . . Rapid  City 

Slingsby,  J.  B.  . . 

. . . Rapid  City 

Smart,  E 

.Belle  Fourche 

Smith  David  . . . . 

. . . . Deadwood 

Strand,  R.  D.  ... 

. . . Rapid  City 

Swisher,  L.  P.  . . . 

Kadoka 

Tesar,  C.  E 

. . . Rapid  City 

Theissen,  H.  H.  . 

. . . Rapid  City 

Trinidad,  R 

. . . Deadwood 

Trumpe,  W D.  . . 

Tschetter,  W.  R. 

. . . Rapid  City 

Vogele,  Kenneth 

Westaby,  R.  S.  . . 

. . Hot  Springs 

Whitney,  N.  R.  . 

. . . Rapid  City 

Wicks,  Dennis  . . 

Williams,  F.  R.  . 

. . . Rapid  City 

Wood,  G.  F.  ... 

. . . Rapid  City 

Yackley,  J.  V.  . . 

. . . Rapid  City 

Yamada,  A 

. . . Rapid  City 

Zanka,  J.  A.  . . . 

....  Rapid  City 

Sec.,  R.  G.  Nemer,  M.D. 

Sweet,  E.  P Burke 

Verma,  K Alabama 


Sec.,  L.  M.  Linde,  M.D. 

Ryan,  J.  E Mobridge 

♦Spiry,  A.  W Mobridge 

Wunder,  J Mobridge 


Sec.,  John  Sear,  M.D. 

Nelson,  L.  F Webster 

Sear,  John Sisseton 

Unahalekhaka,  A Webster 

Vogelgesang,  L.  C Webster 
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Aceto,  T Sioux  Falls 

Adams,  H.  P Huron 

Ahrlin,  H.  L Rapid  City 

Ahrlin,  H.  L„  Jr Rapid  City 

Albano,  P Aberdeen 

Alcorn,  F.  A Sioux  Falls 

Allen,  Bruce  Rapid  City 

Allen,  S.  W Watertown 

Altman,  S Aberdeen 

Alonzo,  L Yankton 

Alvine,  F.  G Sioux  Falls 

Amundson,  Loren Sioux  Falls 

Andersen,  Calvin  Aberdeen 

Anderson,  A.  B Lead 

Anderson,  C.  Wm Maryland 

Anderson,  D.  R Watertown 

Anderson,  J.  A Madison 

Anderson,  T.  R.  Sioux  Falls 

Anderson,  W.  R Sioux  Falls 

Angelos,  T Canton 

Argabrite,  J.  W Watertown 

Arneson,  W.  A Sioux  Falls 

Arnold,  G.  H Rapid  City 

Askwig,  L.  C Pierre 

Aspaas,  P.  K Dell  Rapids 

Auld,  M.  A Yankton 

•Avotins,  R Faulkton 

Bailey,  Don  O’Neill,  Neb. 

Bailey,  J.  D Rapid  City 

Bareis,  R.  J Rapid  City 

Barlow,  J.  F Sioux  Falls 

Barnett,  G.  L Sioux  Falls 

Barrett,  A.  J Rapid  City 

Bartron,  G.  R Watertown 

Bartron,  H.  J.,  Jr Watertown 

Batt,  E.  J Sioux  Falls 

Begley,  B.  J Sioux  Falls 

Behrens,  C.  L Rapid  City 

Bell,  Eldon  Webster 

Bell,  G.  Robert  DeSmet 

Benson,  G Sioux  Falls 

Berg,  S Redfield 

Bergeron,  Dale  Rapid  City 

Berkebile,  D Rapid  City 

Berry,  J.  T Mitchell 

Billion,  J.  J Sioux  Falls 

Billion,  T.  J.,  Jr Sioux  Falls 

Binder,  C.  F Chamberlain 

•Bloemendaal,  G.  J Ispwich 

Bloemendaal,  R.  D Rapid  City 

Blunck,  C.  F Rapid  City 

Boade,  W.  E Sioux  Falls 

•Borgmeyer,  H.  J Rapid  City 

Boyce,  R.  A Rapid  City 

Boyer,  D Rapid  City 

Brakss,  V Watertown 

Branch,  R Rapid  City 

*Bray,  R.  B Rapid  City 

Breit,  D.  H Sioux  Falls 

* Brinkman,  W.  C Sisseton 

Broadhurst,  K.  A Aberdeen 

Brookman,  B.  T Wagner 

Brown,  H.  R Watertown 

Brown,  M Spearfish 

Brzica,  S.  M Sioux  Falls 

Buchanan,  D Huron 

Buchanan,  R.  A Huron 

Buentipo,  B Milbank 

Burns,  E.  A Sioux  Falls 

Burns,  K.  R Sioux  Falls 

Burnap,  D.  W Rapid  City 

Burnett,  R Rapid  City 

*Calene,  J.  L Aberdeen 

Cameron,  D.  E Rapid  City 

•Carney,  M Ft.  Worth,  Texas 

Carson,  L.  E Arkansas 


Chang,  J.  P Aberdeen 

Chavier,  Juan Aberdeen 

Christopher,  John Aberdeen 

Church,  Bill  G Sioux  Falls 

•Clark,  B.  S Spearfish 

Clark,  C.  J Watertown 

Cline,  J.  A North  Carolina 

Collins,  E.  H Gettysburg 

Collins,  James  Hoven 

Cornford,  R.  C Rapid  City 

Cosand,  M.  R Pierre 

•Cottam,  G.  I.  W Sioux  Falls 

Cowan,  J.  T Pierre 

Cowling,  G Hot  Springs 

Cutshall,  V.  H Sioux  Falls 

Cutshall,  V.  K Sioux  Falls 

Daw,  E.  F Sioux  Falls 

Dean,  Roscoe  Wess.  Springs 

DeClark,  R.  P Sioux  Falls 

De  Geest,  J.  H Miller 

Delaney,  R.  J Mitchell 

Delaney,  W.  A.,  Jr Mitchell 

De  Marco,  Lynn  Sioux  Falls 

Desai,  B.  J Watertown 

Devick,  J.  S Colton 

Dewald,  A Rapid  City 

tDonahoe,  R.  R Florida 

Donahoe,  R.  R Sioux  Falls 

Driver,  I.  E Aberdeen 

Drummond,  R Rapid  City 

D’Souza,  E.  P Aberdeen 

Dulaney,  C.  H Ft.  Meade 

Dunn,  Stephen  Sioux  Falls 

Dzintars,  P.  F Rapid  City 

Ebbert,  Larry Rapid  City 

Eckrich,  J.  A Aberdeen 

Eckrich,  J.  A.,  Jr Aberdeen 

•Eirinberg,  I Sioux  Falls 

Elston,  J.  T Rapid  City 

Ensberg,  D.  L Sioux  Falls 

Entwistle,  F.  R Sioux  Falls 

Epp,  D.  L Freeman 

Fahrenwald,  M Redfield 

Farkas,  E.  C Sioux  Falls 

Farrell,  H.  W Sioux  Falls 

Fedt,  Donald Watertown 

Felker,  J Sioux  Falls 

Ferrell,  M.  R Sioux  Falls 

Ferrell,  R Rapid  City 

Finley,  R.  C Rapid  City 

Finney,  L Sioux  Falls 

Fisk,  R.  G Dell  Rapids 

Fletcher,  H Vermillion 

Flora,  G Sioux  Falls 

Foley,  R.  J Tyndall 

•Fox,  S.  W California 

Francisco,  E Estelline 

Franckowiak,  J Brookings 

Freimark,  L Rapid  City 

Friefeld,  S Brookings 

Friess,  R.  W Sioux  Falls 

Fromm,  H E Rapid  City 

Frost,  D.  M Sioux  Falls 

Frost,  H.  L Rapid  City 

Fuller,  Wm.  C Sioux  Falls 

Gehring,  S Sioux  Falls 

Gerber,  B.  C Aberdeen 

Gere,  R.  G Mitchell 

Giebink,  R.  R Sioux  Falls 

Gilbert,  F.  J Ft.  Meade 

Gillis,  F.  D Mitchell 

Goelzer,  M Michigan 

Golliher,  W.  N Spearfish 

•Graff,  L.  W Britton 

Greenfield,  D.  L Sioux  Falls 


Greenfield,  R.  E Sioux  Falls 

Gregg,  J.  B Sioux  Falls 

•Gregory,  D.  A Milbank 

Groote,  C Sioux  Falls 

Gross,  H.  Phil  Sioux  Falls 

•Grove,  M.  S Sioux  Falls 

Gryte,  C.  F Huron 

Guddal,  W.  N Watertown 

Gulledge,  A.  D Sioux  Falls 

Gunnarson,  R.  E Sioux  Falls 

Gwinn,  C.  B Rapid  City 

Haas,  Stephen Rapid  City 

Halverson,  K Yankton 

Hamm,  Joseph  Rapid  City 

Hansen,  H.  F Sioux  Falls 

Hanson,  B Watertown 

Hanson,  W.  O Huron 

Hare,  H.  J Rapid  City 

Harris,  Russell  Rapid  City 

Hartzell,  A Sioux  Falls 

Haugan,  H.  O Rapid  City 

Hayes,  R.  H Wall 

Heinrichs,  E.  H Watertown 

Held,  G Yankton 

Henry,  Robert Brookings 

Hercules,  C Rapid  City 

Hermann,  H.  T Ft.  Meade 

Hermanson,  J.  M.  ...  Valley  Springs 

Heupel,  Alden  R Watertown 

Hewitt,  J.  M Rapid  City 

•Hill,  J.  F Yankton 

Hockett,  R.  D Mitchell 

Hofer,  E.  A Huron 

Hohm,  Paul  Huron 

Hohm,  Theo. Huron 

Holland,  L.  W Chamberlain 

Hollerman,  Chas Yankton 

Holzwarth,  D.  R Yankton 

Horthy,  K Kennebec 

Hosen,  R.  S Sioux  Falls 

•Hoskins,  J.  H Sioux  Falls 

Hoskins,  John  Sioux  Falls 

Hovland,  James  I Aberdeen 

Howard,  Wm.  J Rapid  City 

Hoxtell,  Eugene Sioux  Falls 

Hubner,  J Yankton 

•Hubner,  R.  F Yankton 

Huet,  G.  M Huron 

Hughes,  H.  D.  Clear  Lake 

•Huppler,  E.  G Watertown 

Hussain,  R Sioux  Falls 

Hyland,  L Sioux  Falls 

Isburg,  Carroll  Yankton 

Jacobson,  T.  R Hot  Springs 

Jahraus,  R.  C Pierre 

James,  E Rapid  City 

Jameson,  G.  M Yankton 

Janavs,  V Milbank 

Janis,  J.  B Sioux  Falls 

Janusz,  A.  J Aberdeen 

Jaqua,  R.  A.  Sioux  Falls 

Javurek,  A Deadwood 

Jerde,  O.  M Rapid  City 

Johnson,  C.  A Lemmon 

Johnson,  C.  F Yankton 

Johnson,  D.  L Sioux  Falls 

Johnson,  E.  A Milbank 

Johnson,  Robert Rapid  City 

Johnson,  T.  C Yankton 

Jones,  W.  E Sturgis 

Jones,  W.  L Sioux  Falls 

Joseph,  E Huron 

Judge,  J.  O Mitchell 

Kalda,  E.  F Platte 

Kamperschroer,  P Aberdeen 
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Steele,  G.  H Aberdeen 

Steele,  J.  P Yankton 

♦Steiner,  P Sioux  Falls 

M.S. — Indicates  Military  Service 

Stensrud,  H.  J Madison 

Stephenson,  D.  R Yankton 

Stem,  C.  A California 

Stiehl,  R Winner 

Stoltz,  C.  R Watertown 

Strand,  R.  D Rapid  City 
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Volin,  V.  V Sioux  Falls 
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Vose,  J.  L Mitchell 
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GASTRO  HEPATIC  CATARRH 
We  express  it  by  the  term  Billiousness  Sympt. — 
Nausea,  Headache,  pain  in  bones,  vomiting.  If  pa- 
tient is  a (yellow  skin  and  C)  female  remember  she 
has  a uterus  and  if  her  vomiting  is  not  reflex  if  so — 
treat  accordingly. 

General  treatment — Colomel,  Quinine  10  to  15  gr 
Bicarb,  of  Soda — Mustard  to  stomach  or  Rx. 

Colomel  gr  Vili 
Comp.  Ex  of  Colyo  gr  X 
Quinine  gr  XX 
Gentian  of  QS.M.  Div.  Pil  No  Xii 
S.  Take  one  every  four  hours.  Sometimes  add  Mor- 
phia to  quiet  pain. 


TONSILITIS 

Generally  begins  with  Rizon  followed  by  fever 
and  swelling  about  cervical  glands,  hoarseness,  snor- 
ing, Stiff  neck  and  C. 

Treatment — If  constipated  give  a saline  catharitic. 
Then  Cl.  of  Potash. 

HEMOPTISIS 

Treat.  Best  is  Veratrum  Verdie  in  3 to  4 gtt 
doses.  Rest.  Salt  and  ice.  Persulphate  of  Iron 
Ergotine  Elixir  of  Vitro.  Hoematesis  (Vomiting  of 
Blood).  Treatment  Aromatic  Iod.  Acid  in  X to  XV 
gtt  doses.  Chill  the  parts  with  ice  water  both  in- 
ternally and  externally.  Tannic  Acid,  Veratrum 
Veride. 
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. . . Rapid  City 
. . . .Sioux  Falls 

Madison 

. . . Rapid  City 
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Yamada,  A.  . . . 
Zakahi,  R.  J. 
Zanka,  J.  A. 
Zastrow,  Arlan 
Zvejnieks,  K.  . . 


Watertown 
. Mobridge 
Sioux  Falls 
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Pierre 
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THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  Subscription  $8.00  per  year  $1.00  per  copy 

Foreign  $10.00 

CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all 
publications  of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not  the  carbon 
should  be  submitted.  An  abstract  of  100-200  words  should 
accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  of  article  and 
the  location  of  the  author.  The  used  manuscript  is  not 
returned  but  every  effort  will  be  made  to  return  manuscripts 
not  accepted  or  published  by  the  Journal  of  Medicine. 
Articles  are  accepted  for  publication  on  condition  they  are 
contributed  solely  to  this  Journal. 


CALL  FOR  ABSTRACTS 
FOR  1977  SDSMA  ANNUAL  MEETING 

The  Commission  on  Scientific  Medicine  of  the 
South  Dakota  State  Medical  Association  will 
accept  abstracts  for  consideration  for  scientific 
presentations  to  be  made  at  the  1977  Annual 
Meeting  of  the  SDSMA  to  be  held  June  3,  4,  5, 
1977,  in  Aberdeen,  South  Dakota. 

The  deadline  for  submitting  abstracts  is  Septem- 
ber 7,  1976.  Abstracts  should  be  typed,  double 
spaced  and  sent  to: 

Att:  Commission  on  Scientific  Medicine 
South  Dakota  State  Medical  Association 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 
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NALPON 

fenoprofen  cab'um 

300-mg.  Pulvules 


j_pDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


•Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


60009! 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


Predominant 
• psychoneurotic 
anxiety 


Associated 
• depressive 
symptoms 


orders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Fifty-two  year  old  female  developed 
a cholangiocarcinoma  of  the  liver 
twenty-nine  years  after  intravenous  in- 
jection of  thorotrast  for  cerebral  an- 
giography. There  was  a thorotrast 
granuloma  from  extravasation  of  the 
material  at  the  injection  site  in  the 
neck.  The  case  is  being  reported  to 
document  another  liver  malignancy 
after  the  use  of  thorotrast  and  as  a 
reminder  of  the  delayed  consequences 
of  long  lived  radionuclide.  A short  dis- 
cussion of  the  history  of  thorotrast  is 
presented. 


Described  is  a patient  who  developed  a cholangio- 
carcinoma of  the  liver  twenty-nine  years  after  the 
intravenous  injection  of  thorotrast  for  cerebral  an- 
giography. There  was  a thorotrast  granuloma  at  the 
injection  site  in  the  neck.  The  case  is  being  reported 
to  document  another  liver  malignancy  after  use  of 
thorotrast  and  as  a reminder  of  the  delayed  con- 
sequences of  long-lived  radionuclides. 

This  53  year-old  Caucasian  female  para  2002  was  seen  at 
Louis  Weiner  Memorial  Hospital  in  Marshall,  Minnesota  be- 
cause of  upper  abdominal  discomfort  and  fever  of  several 
months  duration. 

She  had  had  external  irradiation  of  the  right  temporal 
lobe  for  hemangioma  twenty-eight  years  prior  to  admission. 
At  that  time  she  also  had  had  cerebral  angiography  with 
thorotrast.  Fourteen  years  prior  to  admission  the  patient 
had  a subtotal  thyriodectomy  for  Graves’  disease.  Three 
years  prior  to  admission  she  was  given  7 millicuries  of 
radioactive  131  iodine  for  recurrent  Graves’  disease.  There 
was  no  history  of  external  irradiation  to  the  thyroid  gland. 
She  was  placed  on  thyroid  medication  after  the  radio- 
iodine therapy  and  thyroid  function  tests  were  not  remark- 
able after  this.  The  patient  had  complained  of  hoarseness 
seven  years  before  admission.  Five  years  prior  to  admission 
the  patient  had  been  hospitalized  for  myocardial  ischema. 
She  had  been  on  medication  for  hypertension  for  several 
years.  She  had  been  seen  by  an  ophthalmologist  for 
scotomata  several  months  prior  to  admission  and  found  to 
have  a right  carotid  siphon  aneurysm  and  amaurosis  fugax. 

Four  months  prior  to  her  last  admission,  the  patient  was 
admitted  for  weight  loss,  upper  abdominal  distress  and 
postmenopausal  bleeding.  Significant  findings  included  a 
large  epigastric  mass  which  was  thought  to  be  perhaps  an 
enlarged  left  lobe  of  liver.  Radiologic  examination  revealed 
a rather  dense  calcific  appearing  zone  in  the  right  cervical 
region  (Fig.  1).  Linear  radiopacities  parallel  to  the  lower 
ribs  and  speckled  radiopacities  in  the  spleen  suggestive  of 
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thorotrast  deposits  were  observed.  The  gallbladder  was 
small  and  showed  poor  concentration.  Multiple  radiopaci- 
ties were  also  present  in  the  abdominal  mass  (Fig.  2).  The 


Figure  1 

Massive  calcification  at  base  of  skull  and  upper  neck  in 
thorotrast  granuloma  from  extravasation  at  time  of  injec- 
tion. 


Figure  2 

Outline  of  the  stippled  spleen  to  left  of  vertebral  column. 
Large  radio-opaque  collections  of  material  overlying  verte- 
bral column  and  to  left  of  vertebral  column  and  overlying 
spleen  are  in  the  tumor  mass  in  the  liver. 
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heart  and  lungs  were  norma!.  The  hematocrit  was  41 
vols/dl  and  the  total  leukocyte  count  5400  mm.3  A seven- 
teen panel  chemistry  was  performed.  The  only  significant 
findings  were  a mildly  elevated  aspartate  aminotrans- 
ferase (SGOT)  and  an  alkaline  phosphatase  of  73  units/dl 
(normal  up  to  35  units/dl).  A dilatation  and  currettage  speci- 
men revealed  blood  clot  with  no  evidence  of  malignancy. 

The  patient  was  readmitted  one  month  later  for  con- 
tinued upper  abdominal  pain  and  anorexia.  Her  weight  had 
dropped  eighteen  pounds  over  the  past  year  and  she  had 
difficulty  swallowing.  The  epigastric  mass  was  still  present 
but  the  laboratory  studies  were  essentially  unchanged.  An 
exploratory  laparotomy  revealed  a huge  tumor  occupying 
the  entire  left  lobe  and  part  of  the  right  lobe  of  the  liver.  A 
biopsy  was  read  as  an  undifferentiated  malignant  tumor. 
Postoperatively  the  patient’s  course  was  one  of  continued 
abdominal  pain,  weight  loss,  fever  and  increasing  weakness 
with  an  elevated  leukocyte  count.  Antineoplastic  chemo- 
therapy was  felt  to  be  of  questionable  value.  She  was  read- 
mitted having  developed  vertigo,  progressive  abdominal 
pain,  and  weakness.  She  died  two  months  after  exploratory 
surgery.  The  original  biopsy  material  was  sent  to  the 
Armed  Forces  Institute  of  Pathology  in  Washington,  D.C. 
Radioautographs  revealed  alpha  tracts  consistent  with 
thorium. 

Summary  of  the  Autopsy 

The  liver  weighed  5900  grams  and  had  a 17  x 15  cm 
solid  yellow  white  well  demarcated  tumor  mass  which  re- 
placed the  left  lobe  of  the  liver  and  extended  into  the 
pylorus  of  the  stomach  and  head  of  the  pancreas  (Fig.  3) 
The  remainder  of  the  liver  was  not  cirrhotic.  Multiple 
gallstones  were  present.  The  spleen  weighed  120  grams  and 
had  no  adhesions.  Cut  surface  was  firm,  gritty  and  mottled 
with  golden  yellow  firm  areas  0.2  cm  in  average  dimension. 
(Fig.  4)  The  cervical,  perigastric  and  periaortic  lymph 
nodes  were  replaced  by  white  yellow  tumor.  There  were 
multiple  metastatic  nodules  in  both  kidneys,  on  the  perito- 
neal surfaces,  and  throughout  all  lobes  of  both  lungs. 
There  was  a 8:0  x 5:0  cm  hard  calcified  mass  surrounding 
the  carotid  sheath  in  the  right  neck.  There  was  moderate 
coronary  heart  disease,  bilateral  pleural  effusions  and  multi- 
ple leiomyomas  of  the  uterus. 

Microscopically  the  liver  tumor  was  an  adenocarcinoma 
exhibiting  a marked  fibrous  reaction  in  the  stroma  and 
demonstrating  perineural  invasion.  (Fig.  5 & 6)  Thorotrast 
was  present  in  macrophages  as  brown  purple  material  in 
the  Kupfer  cells  of  the  liver,  about  the  white  pulp  of  the 
spleen,  along  the  trabeculae,  and  as  masses  of  deposited 


Figure  3 

Huge  hepatoma  involving  the  entire  left  lobe  of  the  liver. 


Figure  6 

Area  of  cholangiocarcinoma  of  liver  with  glands  showing 
perineural  invasion  by  tumor. 


Figure  4 

Close  up  of  spleen  showing  irregular  pale  areas  which  are 
thorotrast  deposits  in  macrophages  microscopically. 


Figure  5 

Cholangiocarcinoma— malignant  glands  in  fibrous  stroma. 
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granular  material  within  the  stroma  of  the  liver  tumor  and 
in  the  calcified  mass  in  the  neck.  (Fig.  7)  There  was  exten- 
sive fibrosis  but  no  malignancy  in  the  neck  mass.  The  liver 
apart  from  the  tumor  was  not  cirrhotic  but  showed  focal 
fatty  changes  as  well  as  tborotrast  scattered  in  Kupfer 
cells.  There  was  focal  acute  bronchopneumonia.  The  mucosa 
of  the  stomach  was  not  involved  by  tumor. 


L 'VJV' 


Figure  7 

Black  areas  are  deposits  of  thorotrast  in  macrophages  in 
spleen  (see  Fig.  4). 

Discussion 

Thorium  dioxide  was  injected  as  a 20  percent  by 
weight  colloid  suspension  with  carbohydrate  and 
preservatives  (thorotrast)  for  opacification  of  body 
cavities,  visualization  of  the  spleen  and  liver  (hep- 
atolienography)  and  intravenous  arteriography.  It 
was  first  used  for  bronchography  in  1928  and  was 
extensively  used  up  into  the  1940’s  in  Europe  and 
less  widely  in  the  United  States.  As  early  as  1932 
the  AMA  Council  of  Pharmacology  and  Chemistry 
had  warned  about  the  possible  hazards  of  thorotrast. 
The  neoplastic  potential  became  obvious  with  in- 
creasing reports  of  tumors  after  injection  of  thoro- 
trast in  the  1930's  and  1940’s. 

Thorotrast  is  taken  up  in  its  colloid  form  by  the 
reticuloendothelial  cells  of  the  liver,  spleen,  lymph 
nodes  and  bone  marrow.  Approximately  70  percent 
of  the  material  is  sequestered  in  the  liver  and 
another  10-15  percent  in  the  spleen.  232  thorium 
has  a physical  half  life  of  1.4  x 1010  years  and  a 
biologic  half  life  of  400  years.  Once  injected  it  does 
not  leave  the  body.  The  parent  compound  is  an 
alpha  emitter  but  thorium  decays  into  eleven  radio- 
active daughter  elements  which  emit  alpha,  beta, 
and  gamma  radiation.  Estimates  of  radiation  dose  in 
rads  per  week  per  gram  over  life  of  the  patient  are: 
liver  1.5,  spleen  2.5,  bone  marrow  0.3. 

The  continuous  radiation  has  been  blamed  for 
malignant  tumors  arising  after  a latent  period  of  3 to 
35  years.  The  average  latent  period  has  been  15  to  20 
years.  Most  of  the  tumors  have  been  malignant 
vascular  tumors,  hepatomas,  or  bile  duct  carcinomas 


of  the  liver.  However,  carcinomas  of  the  maxillary 
antrum  and  kidney  have  been  described  after  in- 
tracavitary injection.  Lung  carcinomas,  lymphomas, 
osteosarcomas  of  bone,  and  mesotheliomas  of  the 
peritoneum  have  also  been  reported  after  use  of 
thorotrast.  When  thorotrast  is  extravasated  extra- 
vascularly  into  the  soft  tissue  chronic  inflammation, 
calcification,  and  fibrous  tissue  develop.  Fibrosar- 
comas, osteosarcomas,  and  chondrosarcomas  have 
been  described  as  arising  from  these  inflammatory 
masses  or  the  inflammatory  mass  may  simply  under- 
go progressive  fibrosis  and  calcification. 

The  present  case  demonstrates  several  known 
complications  of  thorotrast  injection.  First,  there 
was  a cholangiocarcinoma  or  bile  duct  adenocar- 
cinoma arising  in  the  liver.  The  latent  period  was 
twenty-eight  years.  Second,  there  was  an  inflam- 
matory granuloma  in  the  neck  at  the  site  of  thoro- 
trast injection.  Third,  the  thorotrast  could  be  dem- 
onstrated by  autoradiography  and  by  x-ray  after  the 
long  interval  from  injection. 
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Editorial 

HEALTH  PLANNING  ACT 

We  physicians  can  be  so  absorbed  by  our  day-to- 
day  problems  that  we  overlook  a gigantic  danger 
now  building  up — a danger  that  could  compound 
many  of  our  problems  and  create  new  ones. 

It’s  the  Health  Planning  Act  of  1974.  This  law  is 
not  just  another  governmental  abstraction.  It’s  not 
just  a sauced-up  rehash  of  Comprehensive  Health 
Planning,  the  Regional  Medical  Program,  and  so 
forth. 

Quite  to  the  contrary,  it’s  the  framework  for  a 
bureaucratic  totalitarianism  that  could  reshape  the 
health-care  system  as  we  know  it — including  the 
responsibilities  and  expandability  of  hospitals  and 
other  facilities  and  even  the  rates  they  charge. 

Moves  to  put  doctors’  offices  and  fees  within  the 
scope  of  the  act  are  afoot  in  the  Department  of 
Health,  Education,  and  Welfare,  even  though  the 
AMA  got  them  excluded  from  the  law. 

Certainly  there  must  be  planning.  And  certainly 
we  must  avoid  costly  overbuilding  and  overstocking 
of  hospitals.  Consider  some  of  the  ways,  however,  in 
which  the  Health  Planning  Act  would  flout  the  prin- 
ciples of  rational  planning,  be  a heavy  expense  in  it- 
self, and  imperil  the  quality  of  care. 

* The  Secretary  of  HEW  is  to  dominate  five 
somewhat  overlapping  levels  of  federal,  state  and 
local  authority.  He  is  also  to  issue  national  health 


FAMILY  PRACTITIONER 
WANTED 

Two  family  physicians  with  large  hos- 
pital practice  wish  third  associate  who 
is  board  eligible  to  join  busy  family 
practice.  Located  in  Waterloo,  Iowa,  a 
northeast  Iowa  community  of  75,000. 
All  records  dictated  on  the  Problem 
Orientated  Medical  Records  System. 

Contact:  Ronald  R.  Roth,  M.D. 
and 

Ronald  D.  Flory,  M.D. 

611  Black’s  Bldg. 

Waterloo,  IA  50703 


planning  policy;  appoint  a national  advisory  coun- 
cil; approve  state  and  local  planning  agencies  and 
the  funds  they  receive,  and  establish  the  criteria 
and  procedures  they  use. 

* Certificate-of-need  legislation  must  be  adopted 
in  all  states,  as  prescribed  by  the  HEW  Secretary. 
The  need  for  all  new  institutional  facilities  and 
services  must  be  certified;  the  need  for  all  existent 
institutional  services  must  be  reviewed  every  five 
years.  Practice-profile  data  from  PSROs,  plus  the 
minority  status  of  direct  providers  of  care  on  local 
planning  boards,  could  arbitrarily  influence  the 
expansion  or  continuation  of  services. 

* Up  to  six  states  are  to  get  federal  grants  to 
demonstrate  rate  regulation  for  health  services. 
This  could  become  mandatory  for  all  states  and 
encompass  physicians,  if  various  planners  get  their 
way.  The  result  of  regulation  is  likely  to  be  an 
obsession  with  cost  at  the  expense  of  high-quality 
care. 

The  AMA  has  petitioned  federal  court  to  join  the 
State  of  North  Carolina  in  a suit  aimed  at  voiding 
the  law.  But  adjudication  can  take  many  months. 
Meanwhile,  physicians  in  many  parts  of  the  country 
are  seeking  adequate  representation  on  local  plan- 
ning boards,  showing  up  at  public  hearings  pursuant 
to  the  law,  and  otherwise  fighting  the  great  potential 
danger.  For  the  moment  there  is  no  other  game  in 
town. 
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President’s  Page 


I am  really  wearing  two  hats  while  writing  this  page.  This  is  really  a message  from  the  Chief  of  Staff  of 
St.  John’s  Regional  Medical  Center,  but  as  I happen  to  be  both  President  of  the  Medical  Association  and 
Chief  of  Staff  this  year,  I am  going  to  take  advantage  of  this  rare  opportunity. 

Recently,  part  of  the  legal  expense  of  the  State  Supreme  Court  appeal  of  the  Huron  Hospital  Court  Case 
was  defrayed  by  the  SDSMA  by  action  of  the  Council.  I want  to  thank  the  members  of  the  Association 
personally,  and  in  behalf  of  the  St.  John’s  Medical  Staff,  not  only  for  your  financial  support,  but  also  for 
your  moral  support.  We  are  told  we  will  not  have  a ruling  until  the  fall  of  1976.  If  you  will  recall,  the 
initial  Circuit  Court  ruling  handed  down  in  1975  stated,  in  essence,  that  “a  Medical  Staff  is  a legal  entity;  as 
such,  it  can  enter  into  a contract,  and  the  contract  is  binding  to  both  parties.  Also,  the  bylaws  cannot  be 
changed  unilaterally  by  either  party.”  I can  assure  you  that  the  problem  has  not  been  resolved  locally,  as  yet, 
and  I am  not  sure  that  a favorable  ruling  this  fall  will  resolve  this  problem. 

In  the  May  1976  issue  of  the  AM  NEWS,  there  were  two  articles  written  by  Dennis  Breo,  feature  editor 
for  the  AM  NEWS,  that  seemed  to  summarize  our  situation  quite  well.  This  was  written  after  the  writer 
spent  three  days  in  Huron  extensively  researching  his  article. 

Since  the  Court  Case,  the  Chamber  of  Commerce,  the  Greater  Huron  Development  Association,  and  the 
Mayor’s  Ad  Hoc  Committee  have  become  involved  in  an  attempt  to  reach  an  amicable  solution.  This  has 
been  with  the  Medical  Staff’s  blessing  and  total  cooperation.  Also,  the  Governor  sent  a team  to  investigate 
and  report  to  him,  again  with  the  Medical  Staff’s  fullest  cooperation. 

We,  of  the  Medical  Staff,  are  firmly  convinced  that  this  appears  to  be  a national  movement,  as  evidenced 
by  the  Alexian  Brothers  Hospital  and  St.  Joseph’s  Hospital  in  Chicago,  and  St.  Joseph’s  Hospital  in  Phoenix, 
Arizona.  There  is  some  evidence  that  such  methods  are  being  tested  in  other  hospitals  in  the  state  of  South  Da- 
kota. The  physicians  of  the  Medical  Staff  are  solidly  unified  in  the  feeling  that  we  are  not  only  “carrying 
the  torch”,  so  to  speak,  for  ourselves,  but  for  all  of  you,  as  far  as  peer  review,  third  part  intervention,  and 
control  over  the  practice  of  medicine  by  lay  groups. 

I would  urge  all  of  you  to  direct  your  attention  to  good  self-policing,  peer  review  and  postgraduate  educa- 
tion, and  adequate  physicians’  liability  insurance.  Also,  be  doubly  certain  your  Hospital  Staff  Bylaws  are  up- 
dated and  conform  to  the  suggested  guidelines  of  JCAH.  Be  certain  that  these  bylaws  are  compiled  and 
updated  by  the  Medical  Staff. 

Again,  our  most  sincere  thanks  from  the  Medical  Staff  of  St.  John’s  to  every  member  of  the  Association. 
We  want  your  continued  support,  and  hope  our  past,  present,  and  future  efforts  warrant  such  support. 

Fraternally, 

F.  D.  Leigh,  M.D. 

President 

South  Dakota  State  Medical  Association 
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“EMOTIONAL  ASPECTS  OF  CARE  IN 
PERSON  CENTERED  MEDICINE” 

USD  POSTGRADUATE  EDUCATION  COURSE 
UNDER  THE  DIRECTION  OF  THE 
DEPARTMENT  OF  PSYCHIATRY 


ABOUT  THE  COURSE 

A comprehensive  continuing  education  course  has  been  designed  which  is  ap- 
proved for  8-60  hours  of  prescribed  AAFP  credit.  Three  separate  experiences  have 
been  designed: 

1)  Workshops 

2)  Lectures 

3)  Case  oriented  consultation  in  a small  group 
The  content  of  each  workshop  has  been  designed  for  the  practicing  primary  care 

physician. 


SCHEDULE  OF  WORKSHOPS 

1.  How  to  Handle  Stress  and  Strain  — September  11,  12  — Black  Hills 

2.  Sexual  Counseling  in  Primary  Care  — November  26,  Aberdeen 

3.  Death  and  Dying  — February  18,  Black  Hills 

4.  Marital  and  Family  Counseling  — March  26,  Aberdeen 

5.  Medical  Interviewing  Skills  — May  27,  Watertown 

6.  Handling  Problems  in  the  Elderly  — June  17,  Sioux  Falls 


CASE  OR8ENTED  GROUPS 

These  groups  will  meet  for  four  all-day  sessions  in  one  geographic  location  each 
year.  Included  will  be  didactic  presentations  on  Psychopharmacology,  Recognizing 
Psychiatric  Disorders,  and  Managing  Psychiatric  Disorders.  Participants  will  present 
their  own  cases  for  group  supervision;  case  presentations  may  be  verbal,  or  may  in- 
clude recordings,  or  the  presence  of  patients,  to  allow  participants  more  awareness 
of  the  many  emotional  issues  of  practice. 

Those  attending  the  case  oriented  groups,  should  try  to  attend  all  four  of  these 
sessions  (32  hours  credit).  These  sessions  will  be  held  in  Sioux  Falls,  Aberdeen,  Wa- 
tertown, and  Rapid  City. 


SCHEDULE  OF  CASE  ORIENTED  GROUPS 


Watertown 

(Friday) 

1.  Nov.  5,  1976 

2.  Jan.  7,  1977 

3.  Mar.  4,  1977 

4.  July  1,1977 


Sioux  Falls 
(Friday) 

Oct.  1,  1976 
Dec.  3,  1976 
Feb.  5,  1977 
April  2,  1977 


Aberdeen 
(Saturday) 
Oct.  16,  1976 
Jan.  15,  1977 
May  14,  1977 
July  9,  1977 


Black  Hills 
(Friday) 

Oct.  22,  1976 
Dec.  19,  1976 
April  22,  1977 
June  17,  1977 


FOR  APPLICATION  - - WRITE  - - USD  SCHOOL  OF  MEDICINE,  DEPARTMENT  OF 
PSYCHIATRY,  SIOUX  FALLS  COLLEGE,  SIOUX  FALLS,  SD  57105  — OR  CALL  339-6785 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  ol  Neurology 

A Series  of  24  Lectures 
Lecture  #12 

PERIPHERAL  NEUROPATHY 

by 

George  C.  Flora,  M.D.* 


Patients  often  complain  of  “tingling”,  “burning”, 
and  “sleeping”  sensations  in  their  hands  or  feet,  or 
both.  If  the  sensation  is  transient  and/or  recurring, 
it  has  no  neurological  significance.  When  that  sen- 
sation is  experienced  and  persists  for  days,  weeks, 
or  months,  then  it  suggests  a peripheral  involvement 
of  the  nerves.  If  the  patient  also  develops  weakness 
in  the  peripheral  muscles  of  grip  and  foot  dorsi- 
flexors,  then  it  is  pathognomonic  of  pheripheral 
neuropathy. 

The  examination  of  these  patients  reveals  a loss 
of  appreciation  of  pin  pricks  in  the  region  of  com- 
plaints. The  area  involved  is  usually  that  covered  by 
stocking  or  gloves  and  is  known  as  “stocking-glove 
hypalgesia.”  Pin  pricks  in  the  involved  area  frequent- 
ly seems  “one-tenth”  as  painful  as  in  normal  areas. 
The  reflexes  at  the  ankle  are  quite  consistently 
absent.  The  weakness  of  the  feet  makes  the  patient 
unable  to  walk  on  his  heels  and  often  produces  in- 
ability to  step  up  on  a straight  backed  chair. 

This  disorder  is  said  to  be  caused  by  almost  any 
metabolic  disorder,  almost  all  infection,  innumerable 
toxin  and  many  neoplasia.  This  is  true,  but  when  a 
case  comes  to  you  with  this  C.C.,  it  will  be  due  to 
chronic  alcoholism,  diabetes  mellitus  or  idiopathic 
(infectious)  neuropathy.  Their  patterns  are  quite 
characteristic  and  seldom  cause  diagnostic  problems. 

Alcoholic  neuropathy  occurs  in  quite  ill  appearing 
patients  who  are  injured  from  frequent  falls.  These 
patients  seldom  complain  of  severe  dysaesthesia  and 
the  hands  are  frequently  asymptomatic.  The  patient 
usually  has  fallen  numerous  times  and  interested 
humans  bring  him  to  you,  often  against  his  will.  The 
patient  cannot  walk  on  his  heels,  he  is  unable  to  step 


*Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, Glidden  Hall,  Sioux  Falls  College,  Sioux  Falls,  S.D. 


up  on  a chair  with  agility  and  he  is  grossly  unstable 
in  walking  or  standing.  The  sensory  testing  often 
shows  definite  “stocking”  hypalgesia  but  tactile 
stimulation  of  the  sole  is  interpreted  as  painful  and 
he  often  reacts  vigorously.  This  sole  hyperalgia  is  a 
“real”  finding  and  helpful  in  diagnosing.  The  vaso- 
motor changes  in  the  legs  and  feet  are  prominent, 
the  skin  has  a bluish  color  and  it  is  wet  and  cold  to 
the  touch. 

Diabetic  neuropathy  presents  with  complaints  of 
painful  burning,  “prickling”  or  “needles  and  pins” 
dysaesthesias  of  feet  with  some  involvement  of  the 
hands.  The  complaints  have  usually  been  present  for 
“months”  by  the  time  the  patient  seeks  medical  care. 
Often  the  examination  shows  minimal  evidence  of 
motor  involvement,  on  first  examination  the  achilles 
reflexes  may  be  quite  normal.  The  sensory  testing 
is  usually  quite  informative.  As  the  pin  point  stimu- 
lates the  involved  “glove  or  stocking”  area,  little 
response  from  the  patient  is  noted.  As  the  pin  then 
stimulates  above  the  involved  area  the  patient  shows 
vigorous  and  pained  responses.  Tactile  appreciation 
is  usually  quite  well  retained;  an  often  overlooked 
sign  complex. 

Idiopathic  or  what  was  long  termed  “Infectious” 
Polyneuropathy  is  common  and  has  a characteristic 
pattern.  These  patients  arrive  for  medical  help  within 
two  to  twenty  days  of  onset  and  the  complaints  and 
signs  are  alarming.  “Stocking-glove”  paraesthesias 
developed  rather  suddenly  over  a week  or  two, 
commencing  in  the  fingers  and  toes  and  spread 
proximally  to  involve  the  lower  leg  and  forearm — 
never  into  the  trunk.  With  the  dysaesthesias,  there 
occurs  a weakness  that  causes  the  patient  to  “drop 
objects”  and  to  be  unable  to  hold  toothbrushes  or 
combs  for  self  care.  Walking  is  voluntarily  given  up 
because  they  are  aware  they  could  not  get  up  if  they 
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fell.  Often  within  two  weeks  much  nursing  care  is 
needed.  The  examination  shows  severe  flaccid  weak- 
ness of  grip  and  wrist  flexors  with  preserved  biceps 
and  triceps  strength.  The  foot  and  knee  are  most 
weak  with  retained  strength  of  thigh  flexors.  The  re- 
flexes are  absent.  The  sensory  findings  are  often 
much  less  obvious  but  peripheral  hypalgesia  and 
hypaesthesia  are  evident. 

When  Idiopathic  Neuropathy  presents  it  is  then 
that  medical  detecting  is  challenged.  Orders  of  sev- 
eral pages  length  are  common  but  seldom  is  an 
etiology  established.  Fortunately,  taking  the  patient 
out  of  the  environment  in  which  the  disorder  de- 
veloped, by  hospitalizing,  and  placing  the  involved 
extremities  at  complete  rest,  permits  the  peripheral 
nerves  to  regenerate  quite  rapidly  and  rather  com- 
pletely. 

Patients  who  are  under  your  care  for  severe 
systemic  illness  including  metabolic  disorders,  infec- 
tions, intoxications  or  neoplasia  may  then  develop 
and  complain  of  peripheral  neuropathy  but  seldom 
have  it  as  their  chief  complaint. 


FAMILY  PRACTITIONER 

The  Mobridge  Medical  Clinic  is  looking  for  a 
family  practitioner  to  join  this  clinic  of  three 
family  practitioners,  a general  surgeon  and  an 
internist.  Radiological  services  are  provided  by  a 
full-time  radiologist  at  the  50-bed  Mobridge  Com- 
munity Hospital. 

Mobridge  is  a city  of  4,500  people  located  on 
the  banks  of  the  Oahe  Reservoir  (Missouri  River). 
This  area  has  excellent  fishing,  hunting,  and  other 
outdoor  recreational  opportunities. 

For  complete  details  write  or  call: 

Dale  Myren,  Administrator 
Mobridge  Medical  Clinic 
414  First  Avenue,  West 
Mobridge,  SD  57601 
(605)  845-2962 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL  AS- 
SOCIATIONS WITH  WHOM  YOU  ARE  ASSOCI- 
ATED. REFERENCES  TO  QUALIFIED  INQUIRIES  ARE 
GLADLY  FURNISHED. 

39th  & MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  “Chuck"  Point,  Mgr.  Home  phone  336-3168 


PHYSICIAN  WANTED 

GP  needed  to  locate  in  Lake  Andes,  community 
of  1,000  located  in  southeastern  South  Dakota, 
six  miles  from  Fort  Randall  Dam  and  Lake 
Francis  Case.  Large  trade  area,  primarily  agricul- 
tural. 

Twelve  year  old  clinic  building  available  with 
offices  for  two  physicians.  Fifty-four  bed  nursing 
home  adjacent  to  the  clinic.  Two  hospitals  within 
thirty  minutes  of  community;  ambulance  service 
available. 

For  additional  information,  contact: 

Russell  J.  Stedronsky 
Lake  Andes,  SD  57356 
Business  Phone  (605)  487-7631 
Home  Phone  (605)  487-7494 
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This  Is  Your 


Medical  Association 


Daniel  J.  Kennelly,  M.D.,  Sioux 
Falls,  successfully  completed  his 
examinations  for  certification  by 
the  American  Board  of  Psychia- 
try and  Neurology  in  Los  An- 
geles. 

sje  sf: 

The  following  physicians  have 
completed  continuing  education 
requirements  to  retain  active 
membership  in  the  American 
Academy  of  Family  Physicians: 
Loren  Amundson,  M.D.,  Neil 
Elkjer,  M.D.,  Richard  Friess, 
M.D.,  P.  E.  Lakstigala,  M.D.,  all 
of  Sious  Falls;  Barbara  Spears, 
M.D.,  Pierre;  and  John  C.  Ro- 
dine,  M.D.,  Aberdeen. 

sjs  :$c  sfe 

The  South  Dakota  Public  Health 
Association  awarded  its  Out- 
standing Contribution  Award  to 

Robert  Hayes,  M.D.,  Wall. 


Richard  Steidler,  M.D.,  32, 

Mobridge  physician,  drowned 
in  Lake  Oahe  on  June  15.  Dr. 
Steidler  was  a graduate  of  the 
University  of  North  Dakota 
and  received  his  M.D.  degree 
from  the  University  of  Minne- 
sota in  1969.  He  served  his 
internship  in  Los  Angeles, 
California,  practiced  for  two 
years  at  the  Public  Health 
Service  Hospital,  Belcourt, 
North  Dakota,  and  at  the 
Medical  Associates  Clinic, 
Pierre,  South  Dakota,  prior  to 
joining  the  Mobridge  Clinic. 
Dr.  Steidler  is  survived  by  his 
widow  and  four  children. 


The  community  of  Sisseton  hon- 
ored E.  J.  Batt,  M.D.  at  a ban- 
quet and  open  house  for  his 
many  years  of  dedicated  service 
to  the  community.  Dr.  Batt  has 
joined  the  Department  of  Family 
and  Community  Medicine,  USD 
Medical  School,  and  now  resides 
in  Sioux  Falls. 


^ ^ ^ 


Patrick  McGreevy,  M.D.,  Sioux 
Falls,  attended  the  Fifth  Annual 
Postgraduate  Course  for  Physi- 
cians and  Surgeons  on  “Diseases 
of  the  Breast”  held  in  Omaha 
and  sponsored  by  Crighton  Uni- 
versity School  of  Medicine.  Guy 
Tam,  M.D.,  Sioux  Falls,  attended 
the  spring  refresher  course  of  the 
Minnesota  Academy  of  Family 
Physicians  held  in  Bloomington, 
Minnesota. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


The  Mount  Rushmore  Chapter 
of  the  American  Business  Wo- 
men’s Association  named  F.  R. 
Williams,  M.D.,  Rapid  City,  Boss 
of  the  Year. 

* * * * 

Alden  Heupel,  M.D.,  Watertown, 
was  re-elected  to  a three  year 
term  on  the  Watertown  School 
Board. 


Matthew  G.  Langenfeld,  M.D., 

Spearfish,  died  at  age  40  on 
June  3.  Dr.  Langenfeld,  a na- 
tive of  Watertown,  South  Da- 
kota, attended  the  University 
of  South  Dakota  and  received 
his  M.D.  degree  from  the  Uni- 
versity of  Texas,  Southwestern 
Medical  School,  Dallas.  In 
1967  following  a one  year  in- 
ternship at  Broadlands  Hos- 
pital, Des  Moines,  Iowa,  he 
established  his  general  practice 
of  medicine  in  Spearfish.  Dr. 
Langenfeld  was  a diplomat 
and  fellow  of  the  American 
Academy  of  Family  Physi- 
cians, vice  president  of  the 
Black  Hills  District  Medical 
Society,  president  elect  of  the 
South  Dakota  Academy  of 
Family  Physicians  and  a mem- 
ber of  the  South  Dakota  State 
Medical  Association  and  the 
American  Medical  Associa- 
tion. He  is  survived  by  his 
widow;  four  daughters,  Fran- 
ces, Julie,  Janet  and  Diane; 
two  sons,  Matt  and  Mark;  his 
parents,  Mr.  and  Mrs.  Matt 
Langenfeld,  Hopkins,  Minne- 
sota; six  sisters  and  two 
brothers. 
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Sponsored  by  the  South  Dakota  Society  of  Pathologists 

THE  NEW  T-3  IS  NOTHING  LIKE 
THE  OLD  T-3 


A new  addition  to  useful  thyroid  function  tests  is  the 
determination  of  triiodothyronine  levels  (T-3)  by 
radioimmunoassay.  This  test  is  mot  the  T-3  resin 
uptake  which  is  an  indirect  measurement  of  unbound 
thyroid  binding  globulin  (TBG). 

T-3  is  triiodothyronine  and  T-4  is  thyroxine.  T-3  is 
secreted  by  the  thyroid  gland  along  with  thyroxine 
(T-4)  but  most  of  the  T-3  is  produced  from  tissue 
conversion  of  thyroxine  (T-4).  T-3  is  much  more 
potent  than  T-4  and  is  also  carried  in  the  plasma  and 
follows  a similar  metabolic  pathway  as  T-4.  In  fact, 
some  believe  T-3  to  be  active  tissue  hormone  while 
T-4  is  a prohormone.  However,  both  T-3  and  T-4 
act  as  thyroid  hormone. 

The  major  use  of  the  measurement  of  T-3  level  has 
been  the  detection  of  patients  who  are  hyperthyroid 
but  who  have  normal  values  for  thyroid  function  as 
determined  by  T-4  level,  ETR  (effective  thyroxine 

Choice  Space 
Available 

KOENIG 

PROFESSIONAL 

BUILDING 

1320  South  Minnesota 
Sioux  Falis,  South  Dakota 

Includes  waiting  room,  business  office — 
laboratory  and  twelve  examining  rooms 
and/ or  offices.  Approximately  2,400  sq.  ft. 

Excellent  Location 

Good  Parking 

Competitive  Rent 

Call  Ray  Ordinachev 
Bob  Schmidt 
John  Timmer 

Phone  605-336-0350 


ratio)  or  even  indirect  test  measurements  like  T-3 
resin  uptake.  The  condition  is  called  T-3  thyrotoxi- 
cosis and  explains  how  symptoms  of  hyperthyroid- 
ism can  exist  in  the  absence  of  high  thyroxine  (T-4) 
values. 

Measurement  of  the  T-3  level  is  considerably  less 
useful  in  evaluating  hypothyroidism  since  normal 
levels  of  T-3  seem  to  be  present  in  these  patients. 
The  explanation  for  this  may  be  that  it  is  difficult  to 
distinguish  between  low  and  normal  values  of  T-3  by 
present  assay  methods.  For  primary  thyroid  atrophy 
(myxedema)  the  T-4  level  and  TSH  at  present  are 
the  most  useful  tests. 

The  T-3  level  along  with  ETR  or  T-4  and  T-3  resin  , 
uptake  combination  are  very  helpful  in  the  diagnosis 
of  hyperthyroidism. 

The  T-3  level  should  be  ordered  as  a T-3  level  or 
T-3  by  RIA.  If  you  desire  the  T-3  resin  uptake  also 
or  as  a separate  test  you  should  so  designate  on  the 
request  form  to  your  laboratory.  This  will  avoid  con- 
fusion. 

John  F.  Barlow,  M.D. 


GENIRAL/FAM1LY  PRACTITIONER 

With  or  Without  Surgical  Involvement 

A rural  community  of  approximately  3,000  popula- 
tion, with  a service  area  of  8,000,  located  120  miles 
southwest  of  Minneapolis,  Minnesota.  A diversified 
economic  base,  underpinned  by  some  of  the  coun- 
try’s most  productive  agricultural  land.  A broad 
range  of  religious,  service  and  social  organizations.  ' 

The  community  currently  has  three  general  prac- 
titioners, one  of  whom  is  semi-retired,  averaging 
60  years  of  age.  It  has  a 34-bed  acute  care  hospital, 
a 60-bed  skilled  care  nursing  home  and  two  phar- 
macies. 

A surgeon  and  pathologists  from  Mankato  and  a 
radiologist  from  Albert  Lea  make  regular  trips  to 
the  community  and  hospital.  Medical  specialists  are 
available  at  Mankato  (35  miles)  and  Albert  Lea 
(25  miles). 

For  additional  information,  contact: 

D.  H.  Gilbert 

Wells  Municipal  Hospital 
400  4th  Avenue,  S.W. 

Wells,  MIM  56097 
(507)  553-3111 
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Over  the  past  few  decades,  great  ad- 
vances have  been  made  in  the  use  of 
neuropsychological  testing  in  the  diag- 
nosis and  evaluation  of  neurological 
disorders.  These  tests  can  be  of  aid  to 
the  physician  in  three  major  areas. 
First,  the  tests  can  be  used  to  aid 
diagnosis  in  questionable  cases  or 
when  there  is  some  question  as  to 
whether  symptoms  are  of  a functional 
or  organic  origin.  Secondly,  they  can 
be  used  to  measure  a patient’s  progress 
or  deterioration  over  time  after  treat- 
ment or  during  a convalescent  period. 
Finally,  the  tests  may  be  used  to  plan 
comprehensive  rehabilitation  pro- 
grams. This  can  be  especially  useful 
in  cases  of  neurologically  based 
“learning  disabilities”  or  for  patients 
whose  deficits  persist  over  long  per- 
iods of  time.  These  programs  can  be 
designed  to  complement  existing  re- 
habilitative programs  in  education, 
nursing,  physical  therapy,  occupational 
therapy,  and  speech. 


THE  VALUE  OF 
NEUROPSYCHOLOGICAL 
TESTING  TO  THE  PHYSICIAN 


by 

Charles  J.  Golden,  Ph.D.* 


During  the  last  twenty-five  years,  psychologists, 
working  in  conjunction  with  neurologists,  psychia- 
trists, and  other  physicians  at  neuropsychiatric  cen- 
ters, have  made  great  gains  in  our  understanding  of 
the  functional  localization  within  the  brain  of  psy- 
chological processes.  Important  factors  responsible 
for  this  increase  in  knowledge  include  a gain  in  our 
understanding  of  the  basic  psychological  processes 
underlying  everyday  behavior  and  the  development 
of  objective  and  reliable  tests  to  measure  these 
processes.  The  present  article  is  intended  as  an  in- 
troduction to  the  neuropsychological  exam  as  well  as 
a discussion  of  how  the  information  gained  in  these 
examinations  may  be  put  to  use  by  the  physician. 

NEUROPSYCHOLOGICAL  EXAM 

It  has  been  generally  agreed  that  a fully  adequate 
neuropsychological  exam  enables  the  psychologist  to 
sample  the  full  range  of  psychological  abilities  within 
a given  individual.  Consequently,  the  exam  will  cov- 
er such  areas  as  motor  functions,  sensory  functions, 
abilities  using  more  than  one  sense,  speech,  spatial 
abilities,  cognitive  abilities  (including  learning,  plan- 
ning, hypothesis  formation,  flexibility)  and  achieve- 
ment. In  each  area,  where  appropriate,  an  emphasis 
is  made  on  testing  functions  both  within  and  be- 
tween perceptual  modalities  (auditory,  visual,  tac- 
tile) using  a variety  of  response  modes  (oral,  writ- 
ten, motor). 

Throughout  the  exam  there  is  an  emphasis  on 
quantification,  so  that  patterns  of  minor  differences, 
important  for  some  conditions,  may  be  observed. 


* Assistant  Professor  of  Psychology,  University  of  South 
Dakota,  Vermillion,  S.D. 


Fine  motor  ability  is  measured  by  a finger  tapping 
task,  writing  and  other  manipulation  tasks.  Gross 
motor  functions  are  noted  on  a series  of  tasks  graded 
in  difficulty  and  scored  as  to  the  deviation  from  what 
is  normal  for  a subject’s  age.  Perceptual  tests  include 
measures  focusing  both  on  the  ability  to  receive 
sensory  information  as  well  as  the  ability  to  properly 
analyze  and  combine  information  from  more  than 
one  sense. 

The  speech  examination  includes  a detailed 
analysis  of  the  specific  understanding  of  general 
sounds  and  of  speech  sounds,  immediate  and  long- 
term auditory  memory,  and  a survey  of  the  major 
forms  of  speech  defects.  These  tests  will  include  both 
auditory,  visual  and  tactile  input  with  either  written, 
oral  or  motor  output.  Comparisons  of  the  level  of 
functioning  on  each  of  these  procedures  allows  a 
precise  examination  of  whether  the  problem  is  basi- 
cally sensory,  motor,  or  associative.  This  allows  for 
a great  degree  of  accuracy  in  the  localization  of 
deficits. 

Tests  of  spatial  ability  include  the  ability  to  tell 
right  from  left,  the  ability  to  copy  designs  (both  by 
writing  and  by  putting  together  blocks  or  puzzle 
pieces),  the  ability  to  locate  objects  while  blind- 
folded, and  cognitive  functions  such  as  non-verbal 
reasoning  and  flexibility.  Additional  cognitive  func- 
tions which  are  tested  include  verbal  reasoning, 
verbal  flexibility,  the  ability  to  form  and  test  hy- 
pothesis, memory,  and  the  ability  to  learn  new  tasks. 

Each  of  these  abilities,  when  compared  with  per- 
formance levels  on  other  functions,  can  yield  useful 
information  on  the  questions  of  localizing  disorders 
and  identifying  their  cause.  The  exam  also  includes 
psychological  tests  of  emotional  states  and  a clinical 
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interview  with  the  patients,  family,  and  other  im- 
portant people  in  the  patient’s  life.  A variety  of 
tests  of  educational  achievement  are  also  included. 
The  analysis  of  the  results  in  terms  of  localization, 
cause,  and  length  of  time  since  onset  is  based  on  the 
overall  pattern  of  results.  This  can  generally  yield  a 
highly  accurate  determination  of  localization  when 
the  primary  problem  involves  the  cerebral  cortex. 
Each  type  of  brain  disorder  produces  a generally 
distinctive  pattern  of  results  which,  when  combined 
with  historical  data,  can  yield  an  accurate  determi- 
nation of  cause.  The  determination  of  these  factors 
requires  considerable  skill  on  the  part  of  the  neuro- 
psychologist, knowledge  of  psychology  and  be- 
havioral neurology,  and  familiarity  with  the  inter- 
pretation in  a large  number  or  cases.  The  well- 
trained  neuropsychologist  will  typically  have  experi- 
ence in  diagnosing  at  least  several  hundred  cases. 

VALUE  TO  THE  PHYSICIAN 

The  value  of  the  neuropsychological  examination 
to  the  physician  falls  into  three  main  areas:  (1)  as 
an  aid  to  diagnosis;  (2)  as  an  assessment  of  the 
neuropsychological  effects  of  medical  treatment 
(e.g.,  drug  therapy  or  brain  surgery);  and  (3)  as  an 
aid  in  designing  rehabilitative  therapy  either  con- 
current with  or  after  the  completion  of  medical 
treatment. 

AID  TO  DIAGNOSIS 

The  neuropsychological  exam  can  be  a significant 
aid  in  diagnosing  those  cases  where:  (1)  there  is 
question  as  to  whether  a neurological  condition  is 
involved  (such  as  patients  with  symptoms  suggestive 
of  neurological  involvement  (e.g.,  severe  repeated 
headaches)  but  who  are  normal  on  the  standard 
clinical  exams,  or  children  with  a learning  disorder); 
(2)  the  phsyician  wishes  additional  confirming  evi- 
dence of  a tentative  diagnosis  before  suggesting 
more  sophisticated  tests  which  are  potentially  dan- 
gerous to  some  patients;  or  (3)  there  is  a question  of 
whether  symptoms  are  due  to  emotional  problems 
(such  as  schizophrenia)  rather  than  neurological 
involvement.  Several  case  examples  may  help  to  em- 
phasize this  point.  One  case  reported  was  seen  at 
the  hospital  by  a neurologist  complaining  of  head- 
aches and  eventually  displayed  convulsions.  How- 
ever, the  neurologist  could  find  no  abnormalities  on 
the  standard  clinical  examination  and  referred  the 
case  to  a neuropsychologist  to  determine  if  further 
procedures  were  indicated.  The  neuropsychological 
exam  revealed  speech  deficits  which  were  not  evi- 
dent in  conversation  with  the  patient.  A diagnosis  of 
posterior  temporal  and  some  parietal  involvement 
was  made.  The  diagnosis  was  subsequently  con- 


firmed by  additional  neurological  procedures  and  an 
abscess  was  drained  from  that  area  shortly  thereafter. 

A second  case,  seen  in  a project  run  by  the 
author,  involved  a subject  whose  behavior  suggested 
the  possibility  of  neurological  involvement  but  for 
whom  the  neurological  exam  was  completely  normal. 
Neuropsychological  testing  revealed  a pattern  of 
deficits  consistent  with  a pre-frontal  lesion  on  the 
left  side.  These  findings  were  subsequently  con- 
firmed. 

Finally,  a third  case  involved  a psychiatric  patient 
who  demonstrated  some  “soft”  signs  but  otherwise 
appeared  normal  on  a neurological  exam.  Extensive 
testing  revealed  a subtle  neurological  problem  in  un- 
derstanding speech  meaning  which  severely  inter- 
fered with  the  patient’s  ability  to  talk  rationally 
with  strangers.  It  was  subsequently  confirmed  that 
the  “schizophrenic”  behaviors  were  the  result  of  a 
minor  cerebrovascular  accident. 

Overall,  the  neuropsychological  examination  by  it- 
self has  been  found  to  be  up  to  90  percent  accurate 
in  diagnosis  in  the  hands  of  a trained  and  ex- 
perienced clinician.  The  exam  is  weakest  in  those 
disorders  where  the  primary  involvement  is  in  the 
lower  brain  centers  (e.g.,  thalamus).  These  are 
cases  where  the  neurological  exam  is  generally  much 
stronger.  On  the  other  hand,  the  neuropsychological 
exam  is  strongest  in  those  areas  (detailed  examina- 
tion of  cognitive,  speech,  and  other  similar  func- 
tions) where  the  neurological  exam  is  generally 
weakest.  Consequently,  the  two  sets  of  procedures 
are  complementary,  and  together  present  the  physi- 
cian with  a complete  picture  of  a person’s  psycho- 
logical abilities  and  as  well  as  their  neurological  im- 
plications. In  selected  cases  these  procedures  can 
greatly  reduce  the  uncertainty  that  may  be  present  in 
a diagnosis. 

ASSESSMENT  OF  THERAPY 

The  neuropsychological  exam  is  also  useful  in 
determining  the  neuropsychological  effects  of  partic- 
ular medical  treatment.  This  is  especially  useful 
when  the  physician  must  determine  whether  a pa- 
tient’s reactions  to  a needed  drug  significantly  inter- 
feres with  daily  life.  The  exam  can  determine  what 
abilities  have  been  impaired  and  the  implications  of 
the  impairment  so  that  the  physician  can  make  de- 
cisions on  drug  or  other  therapies  in  a fully  informed 
manner.  This  question  often  arises  in  the  cases  of 
children  who  are  given  drug  therapy  for  the  dis- 
orders grouped  under  the  term  “minimal  cerebral 
dysfunction”  or  for  epilepsy.  In  many  such  cases 
there  are  significant  questions  as  to  whether  subse- 
quent deficits  were  present  before,  whether  they  are 
related  to  the  drug  treatment,  and  what  the  overall 
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implications  for  everyday  functioning  are. 

The  exam  may  also  be  used  to  test  the  progress 
of  some  therapies  which  may  effect  the  brain  and 
which  require  continuance  over  a long  period  of 
time.  Results  from  the  exam  may  yield  valuable 
information  on  the  patient’s  improvement  or  lack  of 
improvement,  allowing  the  physician  to  make  deci- 
sions on  whether  to  continue,  change,  or  drop  a 
particular  form  of  therapy  which  is  related  to  brain 
function. 

DESIGN  OF  THERAPY 
Finally,  the  detailed  analysis  of  a patient’s  skills 
taken  in  the  neuropsychological  exam  may  be  used 
to  plan  comprehensive  therapy  and  rehabilitation 
which  focus  on  both  the  patient’s  strengths  and 
weaknesses.  This  therapy  can  be  done  in  conjunc- 
tion with  or  following  termination  of  medical  thera- 
py, and  would  include  attempts  to  help  the  patient 
regain  abilities  which  have  been  lost  or  minimize 
deficits  which  are  the  result  of  a neurological  dis- 
order. In  our  experience,  we  have  found  that  many 
patients  who  might  not  otherwise  regain  full  abilities 
after  a disorder  can  make  significant  strides  with  a 
therapy  design  based  on  a full  understanding  of  the 

I pattern  and  level  of  the  patient’s  deficits.  Neuro- 
psychological therapy  may  be  designed  to  operate  on 
an  out-patient  as  well  as  an  in-patient  basis,  and  so 


can  fit  the  needs  of  the  family  or  physician.  This  is 
especially  important  in  a rural  state  like  South 
Dakota  where  access  to  in-patient  facilities  might  be 
extremely  limited.  The  neuropsychologist  can  also 
provide  follow-up  in  the  field  under  this  circum- 
stance. This  is  especially  valuable  in  those  condi- 
tions where  medical  alternatives  are  limited  (e.g., 
learning  disorders,  old  head  trauma). 

CONCLUSIONS 

As  described  above,  the  neuropsychological  exam 
is  complementary  to  the  neurological  exam  and  thus 
may  give  a physician  additional  valuable  information 
in  making  a diagnosis  and  determining  treatment 
as  well  as  in  helping  a patient  regain  deficits  lost  as 
the  result  of  a neurological  deficit.  It  should  be  em- 
phasized here  that  the  neuropsychologist  does  not 
make  diagnosis  on  his  own,  but  provides  the  infor- 
mation (and  their  implications)  to  the  physician  so 
that  proper  medical  treatment  can  be  determined. 
The  neuropsychologist  does  offer  therapy  for  deficits 
associated  with  the  neurological  condition  (as  well 
as  any  emotional  problems  which  the  patient  or  his 
family  might  develop  as  a result  of  the  condition), 
but  only  in  coordination  with  the  appropriate  medi- 
cal therapy.  In  this  way,  the  physician  and  neuro- 
psychologist can  work  together  to  ensure  that  the 
patient  receives  the  best  possible  treatment  available. 
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SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Education  Committee,  SDAFP 

Bruce  Lushbough,  M.D.,  Brookings,  a former 
SDAFP  President,  has  been  named  Chairman  of  the 
Education  Committee  for  the  coming  year.  His  com- 
mittee is  charged  with  arranging  for  the  educational 
content  and  format  for  our  scientific  meetings,  The 
Black  Hills  Winter  and  Summer  Seminars  and  the 
FP  Club  Spring  Refresher. 

Friess  Continues  as  President 

Richard  W.  Friess,  Sioux  Falls,  was  re-elected 
President,  SDAFP,  at  the  Annual  Business  Meeting 
held  in  Rapid  City  during  the  Black  Hills  Summer 
Seminar  in  August.  This  fills  the  position  of  the  late 
Matt  G.  Langenfeld,  M.D. 

New  Vice  President  Elected 

William  Tschetter,  M.D.,  was  elected  to  a three 
year  term  as  Vice  President,  SDAFP,  during  the 
Annual  Business  Meeting  held  in  Rapid  City.  We 
welcome  your  input! 


Legislative  Committee,  SDAFP 

Curt  Jahraus,  M.D.,  Pierre,  continues  as  Chairman 
of  this  state  academy  committee.  His  committee  is 
studying  several  legislative  issues,  primarily  the  need 
for  further  South  Dakota  legislative  support  for 
primary  care  residency  programs  in  South  Dakota. 


AAFP,  Boston 

R.  W.  Friess,  M.D.,  President,  SDAFP,  and  L.  H. 
Amundson,  M.D.,  Secretary-Treasurer,  SDAFP,  re- 
presented our  state  chapter  as  delegates  to  the  Con- 
gress of  Delegates  during  the  AAFP  National  Con- 
vention held  in  Boston,  September  18-23,  1976. 


Senate  Bill  250 

Senate  Bill  250,  passed  in  the  1976  Legislature, 
appropriated  $100,000  for  fiscal  year  1977.  An 
advisory  committee  was  appointed  to  advise  Dean 
Karl  Wegner  regarding  the  dispersal  of  these  funds. 
Committee  members  are  as  follows:  Chairman,  Judy 
Call,  Secretary  of  Health;  R.  W.  Friess,  M.D.  (re- 
presenting SDAFP);  Ted  Sattler,  M.D.  of  Yankton; 
Gerald  Sjobeck,  Administrator,  Rapid  City  Regional 
Hospitals;  and  Dave  Patten,  Administrator,  St. 
Luke’s  Hospital,  Aberdeen. 

At  a meeting  held  May  31,  1976,  the  following 
allocation  of  funds  was  made: 

Development:  Family  Practice  Center, 

Inc.,  Sioux  Falls  $20,000 

Sacred  Heart  Hospital, 

Yankton  (primary  care 
residencies)  (IM,  Peds, 

Ob-Gyn)  15,000 

Rapid  City  Regional 
Hospitals,  Rapid  City  14,000 

St.  Luke’s  Hospital, 

Aberdeen  1,000 

Stipends:  Family  Practice  Center 

Inc.,  Sioux  Falls  35,000 

Sacred  Heart  Hospital, 

Yankton  15,000 


Scientific  Assembly 

The  61st  Scientific  Assembly  of  the  Interstate  Post- 
graduate Medical  Association  will  be  held  Novem- 
ber 15-16,  1976,  in  Atlanta,  Georgia.  This  annual 
program  is  sanctioned  for  21  prescribed  hours  and  3 
elective  hours,  AAFP.  Reservations  and  additional 
information  can  be  obtained  by  writing:  IPMA  of 
North  America,  Box  1109,  Madison,  WI  53701. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Future  Meetings 


November 

Symposium  on  Viral  Hepatitis,  Am. 
Assoc,  for  the  Study  of  Liver 

Diseases,  Hyatt  Regency  Hotel, 
Chicago,  IL.  Nov.  3-4.  Contact: 
AASLD,  Symposium  on  Viral 
Hepatitis,  c/o  Charles  Slack,  Inc., 
6900  Grove  Rd.,  Thorofare,  NJ. 

2nd  Annual  Mid-American  Breast 
Cancer  Symposium,  Concourse  Ho- 
tel, Madison,  WI,  Nov.  5-6.  12  hrs. 
Category  2 AMA  credits.  Info: 
Wisconsin  Breast  Cancer  Detection 
Foundation,  7803  Mineral  Point 
Rd.,  Madison,  WI  53717. 

Pacemaking  for  the  Primary  Care 
Physician,  Holiday  Inn/O’Hare, 
Chicago,  IL,  Nov  10,  6 hrs.  AMA 
Category  I credits.  Fee:  $40.  Con- 
tact: Am.  Coll,  of  Chest  Phy.  911 
Busse  Hwy.,  Park  Ridge,  IL  60068. 

Refraction  for  the  Non-ophthalmolo- 
gist, Oph.  Dept.,  U.  of  Minn.,  Min- 
neapolis, MN,  Nov.  10-12.  AMA 
and  AFP  credits.  Contact:  Off.  of 
Con.  Med.  Ed.,  U.  of  Minn.  Med. 
School,  Box  293,  Mayo  Mem.  Bldg., 
Minneapolis,  MN  55455. 

21st  Annual  Clinical  Conference, 

“Current  Concepts  in  the  Manage- 


ment of  Primary  Bone  and  Soft 
Tissue  Tumors”  Shamrock  Hilton 
Hotel,  Houston,  TX,  Nov.  11-12. 
Contact:  Stephen  C.  Stuyck,  Ander- 
son Hosp.  & Tumor  Inst.,  Houston, 
TX  77030. 

The  Hepatic  Coma  Syndromes:  Ad- 
vances in  Pathogenesis  and  Treat- 
ment, Yale  New  Haven  Med.  Cen., 
New  Haven,  CT,  Nov.  11-13.  Con- 
tact: Harold  O.  Conn,  M.D.,  Yale 
U.  School  of  Med.,  Dept,  of  Int. 
Med.,  333  Cedar  St.,  New  Haven, 
CT  06510. 

Cancer  Teaching  Day,  U.  of  Iowa, 
Iowa  City,  IA,  Nov.  13.  AMA  and 
AFP  credits.  Contact:  Off.  of  Con. 
Med.  Ed.,  285  Med  Labs,  U.  of 
Iowa,  Iowa  City,  IA  52242. 

Adverse  Drug  Reactions  Encountered 
in  Medical  Practice,  NYU,  New 
York  City,  Nov.  18-19.  13  hrs. 

Category  I credits.  Tuition:  $120. 
Contact:  NYU  Postgrad.  Med. 

School,  Room  4-20-0,  LHB,  550 
1st  Ave.,  New  York  City  10016. 

Management  of  the  Dizzy  Patient 

Epistaxis,  Mayo  Foundation  Out- 
reach Seminar,  McKennan  Hosp., 
Sioux  Falls,  SD,  Nov.  19-20.  Cate- 
gory I AMA  credits.  Contact:  Med. 
Ed.  Off.,  McKennan  Hosp.,  Sioux 
Falls,  SD. 


American  Association  for  Clinical 
Immunology  and  Allergy  Annual 
Meeting,  Braniff  Place  Hotel,  Tuc- 
son, AZ,  Nov.  28  - Dec.  2.  Con- 
tact: Mr.  Howard  Silber,  Ex.  Dir., 
AACIA,  Box  912,  Omaha,  NE 
68101. 


December 

Postgraduate  Conf.  on  Ob-Gyn,  U.  of 

Iowa,  Iowa  City,  IA,  Dec.  1-2. 
AMA  and  AFP  credits.  Contact: 
Off.  of  Con.  Med.  Ed.,  285  Med 
Labs,  U.  of  Iowa,  Iowa  City,  IA 
52242. 

Respiratory  Failure  Workshop,  Louis 
B.  Mayer  Aud.,  USC  Health  Sci- 
ences Campus,  Los  Angeles,  CA, 
Dec.  2-3.  21  hrs.  AMA  credits. 
Contact:  Assoc.  Dean,  USC  School 
of  Med.,  Postgrad.  Div.,  2025 
Zonal  Ave.,  Los  Angeles,  CA 
90033. 


January 

Mayo  Foundation  Outreach  Seminar, 
Pediatric  Infectious  Diseases,  Mc- 
Kennan Hosp.  Aud.,  Sioux  Falls, 
SD,  Jan.  28-29.  Category  I credits. 
Contact:  Med.  Ed.  Off.,  McKen- 
nan Hosp..  Sioux  Falls,  SD  57101. 
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SOUTH  DAKOTA 


A QUEST  FOR  EARLIER  AND  MORE  ORGANIZED 
REHABILITATION  OF  THE  CORONARY  PATIENT 


A standardized,  progressive  exercise 
program  for  patients  following  a 
myocardial  infarction  has  been  in  op- 
eration in  a community  hospital  for 
nine  months.  Eighty-one  patients,  ages 
36  to  83,  who  were  stable,  were  put 
on  a graded  exercise  program  under 
the  supervision  of  a physical  therapist 
and  coronary  care  nurses.  The  mean 
duration  of  hospitalization  for  uncom- 
plicated myocardial  infarctions  has 
been  decreased  from  22  days  to  16 
days.  Whether  a graded  exercise  pro- 
gram results  in  less  morbidity  or 
mortality  in  the  coronary  patient  has 
not  been  determined  at  this  time. 

However,  patients  who  have  com- 
pleted the  program  enjoy  psychologi- 
cal advantages  and  improved  physical 
performance.  Moreover,  this  particular 
program  is  uncomplicated  and  easy 
to  follow. 

During  the  past  decade,  our  attention  has  been 
focused  on  cardiopulmonary  resuscitation,  then  the 
development  of  coronary  care  units  and  aggressive 
treatment  of  arrhythmias  and  conduction  disturb- 
ance in  the  acute  coronary  victim,  and  more  re- 
cently the  primary  prevention  of  Coronary  Heart 
Disease.  In  the  meantime,  the  patient  who  had  sur- 
vived his  acute  coronary  occlusion  was  being  man- 
aged in  the  same  time-honored  method  of  three-to- 
four  weeks  in  the  hospital  and  discharged  home 
partially  informed,  partially  rehabilitated,  and  psy- 
chologically unprepared  for  the  future. 

Still  new  on  the  scene  of  patient  management  is 
the  in-patient  and  post-infarction  out-patient  re- 
habilitative approach  to  the  care  of  the  coronary 
victim.  This  treatise  is  directed  to  the  attention  of 
the  primary  physician,  hoping  to  portray  the  benefits 
of  early  rehabilitation  and  patient  education  with 
emphasis  on  restoring  his  patient  to  an  even  better 
post-infarction  functional  level.  This  includes  meas- 
ures designed  to  prevent  progression  of  the  disease 
and  help  the  patient  achieve  self-sufficiency. 

Again  a total  team  approach  is  needed  to  help 
the  primary  physician,  both  in  the  hospital  setting 
and  following  his  discharge.  These  services  are  well 
within  the  capability  of  the  physician  alone,  but 
rarely  does  the  physician  have  the  time  and  patience 
needed  to  provide  optimal  functional  rehabilitation 

* Clinical  Specialist,  Director  of  Nursing  Services,  Sioux 

Valley  Hospital,  Sioux  Falls,  SD. 

**Specialist  in  Internal  Medicine,  Sioux  Falls,  SD. 


*»y 

Marlene  McGann  Gilliland,  M.  S.* 
W.  L.  Jones,  M.  D.** 


for  his  coronary  patient.  It  is  therefore  appropriate 
that  the  registered  nurse  and  paramedical  personnel 
participate  in  this  new  approach:  rehabilitation  of 
the  coronary  patient. 

REVIEW  OF  LITERATURE 

The  studies  of  Morris  (1953)  and  Zukel,  et  al 
(1959),  in  which  a greater  incidence  of  coronary 
artery  disease  was  found  in  sedentary  workers,  are 
now  classic.  Hellerstein  (1966)  stated  that  there 
was  improvement  in  the  medical  outlook  and  muscu- 
lar performance  of  patients  who  exercised  regularly. 
In  addition,  he  noted  objective  changes  in  the  psy- 
chological aspects  of  coronary  artery  disease.  Heller 
(1969),  over  a 3 Vi  year  span,  found  that  patients 
showed  tremendous  improvement  in  well-being  and 
stamina,  had  a diminution  or  disappearance  of  an- 
gina, and  appeared  to  have  less  likelihood  of  an- 
other myocardial  infarction.  However,  his  control 
group  was  incomplete  in  that  it  consisted  of  18  pa- 
tients who  had  dropped  out  of  the  program  because 
of  lack  of  time  and/or  motivation.  Wenger,  et  al 
(1971)  showed  that  in-patient  physical  activity  pro- 
grams are  feasible  and  apparently  safe.  They  make 
no  claims  that  exercise  increases  the  work  capacity 
or  affects  the  longevity  of  the  patient. 

Fox,  et  al  (1972)  stated  that  physical  activity 
may  reduce  the  occurrence  or  severity  of  coronary 
heart  disease,  but  offered  no  proof.  Serum  trigly- 
ceride concentration  and  a short-term  reduction  in 
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seri  i cholesterol  do  occur  after  physical  activity. 
There  is  a decreased  tendency  for  platelet  aggrega- 
tion and  reduction  in  operational  blood  pressure 
with  moderate  exertion.  That  younger  blood  vessels 
become  significantly  larger  and  myocardial  efficiency 
improves  is  still  conjectural.  They  do  admit  to  the 
fact  that  the  psychologic  and  socio-economic  bene- 
fits of  exercise  may  have  an  important  role  in  deter- 
mining cardiac  health. 

Barry,  et  al  (1972)  reported  that  patients  am- 
bulated earlier  and  had  smoother  convalescence. 
The  average  hospital  stay  was  3.38  days  shorter,  and 
patients  returned  to  work  21  days  sooner.  Bloch, 
et  al  (1974)  investigated  the  effects  of  early  mo- 
bilization after  uncomplicated  myocardial  infarction 
in  a strictly  randomized  controlled  study.  The  mean 
duration  of  hospitalization  for  patients  in  the  exer- 
cise program  was  21.3  days,  as  opposed  to  32.8  days 
for  the  patients  on  strict  bed  rest  for  three  weeks. 

Naughton  (1975)  summarizes  the  present  ap- 
proaches to  rehabilitation.  He  describes  the  phases 
of  ambulation  and  presents  the  principles  employed 
for  developing  long-term  programs  of  physical  ac- 
tivity for  persons  with  cardiac  disease.  Naughton 
states  that  post-MI  patients  who  participate  in  pro- 
grams of  physical  activity  experience  enhancement 
of  work  capacity  and  improvement  in  their  per- 
ceived state  of  well-being.  They  have  reduced  levels 
of  anxiety,  depression  and  dependency.  In  addition, 
they  alter  their  lifestyles  and  return  to  work  faster. 

INDICATIONS  FOR  THE  EXERCISE 
PROGRAM 

This  program  is  recommended  for  patients  under 
age  70  who  are  hospitalized  for  acute  myocardial 
infarction  provided  their  condition  is  stable,  e.g. 
they  have  no  heart  failure,  persistent  arrhythmias, 
chest  pain,  uncontrolled  hypertension,  or  signs  of 
shock.  Patients  with  mild  to  moderate  angina,  mild 
hypertension,  or  emphysema  are  also  accepted. 
Chest  pain,  dyspnea,  arrhythmias,  tachycardia, 
diaphoresis,  syncope,  change  of  color,  excessive 
fatigue,  or  severe  anxiety  are  contraindications  for 
any  particular  exercise.  If  any  occur  during  exercise, 
the  activity  is  stopped  at  once  and  the  patient  is  told 
to  rest. 

INSTRUCTIONS  FOR  EXERCISE  PROGRAM 

1.  The  doctor  must  order  each  step  of  the  exercise 
program. 

2.  The  exercise  program  must  not  interfere  with 
rest.  The  patient  is  to  rest  at  least  one  hour  after 
meals.  In  addition,  a one  hour  nap  is  suggested 
each  morning  and  afternoon. 


3.  All  exercises  are  supervised  by  a nurse  or  a 
physical  therapist.  Blood  pressure  and  pulse  are 
taken  before  and  after  all  exercises  to  determine 
how  well  the  patient  tolerates  the  activity.  A 
pulse  increase  of  15  beats  per  minute  is  allowed. 

4.  Patients  are  instructed  to  report  any  chest  pain, 
shortness  of  breath,  faintness,  or  fatigue. 

5.  The  monitor  is  observed  for  arrhythmias,  ST,  T- 
wave  changes,  or  tachycardia. 

6.  Vital  signs  and  tolerance  are  recorded  on  the 
exercise  form. 

7.  The  patient  progresses  as  his  physical  condition 
permits. 

The  latter  point  is  very  important.  If  you  move 
too  slowly,  the  patient  becomes  depressed  and  loses 
motivation.  If  you  progress  too  rapidly,  the  demands 
on  the  heart  may  be  too  great,  and  the  patient  gets 
discouraged  because  he  cannot  perform  adequately. 

THE  PROGRAM 

The  exercise  begins  72  to  96  hours  after  admis- 
sion. Nurses  do  the  initial  steps  twice  a day  while 
the  patient  is  in  the  coronary  care  unit.  After  the 
patient  is  transferred  to  the  progressive  care  unit, 
he  is  placed  on  telemetry.  Wenger,  et  al  (1971) 
recommend  that  telemetry  be  used  for  all  patients 
who  have  presented  arrhythmia  problems,  and  ideal- 
ly used  for  all  patients  as  long  as  activity  levels  are 
increased.  Bloch,  et  al  (1974)  monitor  all  patients 
during  important  new  phases  of  mobilization.  In  the 
program  described  here,  telemetry  is  continued  for 
anywhere  from  7 to  14  days,  depending  on  the 
doctor’s  discretion.  Physical  therapists  conduct  the 
exercise  during  two  periods  of  10  to  15  minutes 
each  and  nurses  carry  out  the  ward  activities.  An  8- 
step  program  adapted  from  that  of  Wenger,  et  al 
(1971)  is  used.  (Table  I)  One  reason  for  adapting 
Wenger’s  program  was  that  patients  equated  steps 
with  days.  If  they  were  not  advanced  daily,  they 
became  anxious  and  thought  there  was  not  enough 
physical  improvement.  Exercise  carried  out  in  the 
CCU  includes  use  of  bedside  commode,  self-feeding, 
shaving  self,  and  performance  of  range  of  motion  of 
the  large  muscle  groups  of  the  extremities.  The  pur- 
pose of  the  exercises  is  to  promote  flexibility  of  the 
muscles  and  to  prevent  thromboembolism. 

In  the  progressive  care  unit,  exercises  requiring 
slightly  more  energy  expenditure  are  continued  after 
the  first  week.  The  patient  starts  walking,  first  in  the 
room  and  later  in  the  hall.  Blood  pressure  and  pulse 
are  taken  before  and  after  activities,  and  exercise 
progression  is  determined  individually  depending  on 
the  patient’s  tolerance.  By  two  weeks  after  the  heart 
attack,  patients  are  walking  in  the  hall  as  tolerated. 
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TABLE  I 


EXERCISE 

Step  1 

L Passive  ROM  to  shoulders,  elbows,  and  hips.  Each  motion 
5 x’s  twice  daily. 

2.  Teach  patient  active  foot  circles  at  ankles  to  do  every 
2 hours. 

3.  Beach  ball 


Step  2 

1.  Full  active  ROM  to  shoulders,  elbows,  and  hips.  Each 
motion  5 x’s  twice  daily. 

2.  Encourage  foot  circling 

3.  Beach  ball 

Step  3 

1.  Full  ROM  in  bed  at  45°  with  moderate  resistance,  5 x’s 
each  motion,  twice  daily.  With  hands  on  shoulders,  circle 
elbows  5 x’s. 

2.  Encougare  foot  circling 

3.  Walking  in  room  2 x’s  daily  with  assistance. 

4.  Beach  ball 

Step  4 

1.  While  sitting  on  side  of  bed  twice  daily. 

a)  Full  ROM  of  arms  against  resistance  5 x’s  each 
motion 

b)  Resistance  to  knee  flexion  and  extension  5 x’s. 

2.  Walking  in  room  2 x’s  daily  with  assistance. 

3.  Beach  ball 

Step  5:  Includes walks  (Total) 

1.  (2  x’s  daily)  Standing  warm-up  exercise: 

a)  Arms  straight  out  from  the  shoulders.  Simultaneously 
rotate  arms  in  big  circles  5 x’s  each  direction. 

b)  Leg  raising  5 x’s  each  leg. 

2.  Walk  3 doors  out  and  back  to  room  at  average  pace  with 
assistance. 


Step  6:  Includes  walks  (Total) 

1.  (Twice  daily)  warm-up  Exercises: 

a)  Lateral  side  bending  5 x’s  each  side 

b)  Trunk  twisting  (right  hand  to  left  knee  and  left 
hand  to  right  knee)  5 x’s  to  each 

2.  Walk  Vi  length  of  hall  (approximately  75  ft.)  out  and 

back,  twice  daily. 

Step  7 

1.  (Twice  daily)  Warm-up  Exercises: 

a)  Lateral  side  bending  with  1 lb.  weight  leaning 
against  wall,  10  x’s  each  side 

b)  Leg  raising  5 x’s  each  leg 

c)  Trunk  twisting  with  1 lb.  weight  5 x’s  each  side. 

2.  Walk  length  of  hall  one  time 

3.  Walk  to  stairway  and  walk  up  4 steps  and  down  4 steps 

Step  8 

1.  (Twice  daily)  Warm-up  Exercises: 

a)  Lateral  side  bending  with  2 lb.  weight  10  x’s  each 
side 

b)  Trunk  twisting  with  2 lb.  weight  10  x’s  each  side 

2.  Walk  up  one  flight  of  stairs  (7  steps)  then  down. 

Patients  and  spouses  are  taught  to  take  the  patient’s 
heart  rate  so  they  can  assume  the  monitoring  of 
progress  at  home.  The  response  of  patients  to  these 


WARD  ACTIVITY 


1.  Feeding  self  with  bed  rolled  up. 
Trunk  and  arms  supported. 

2.  Towel  bath 

3.  Brush  teeth 

4.  Shaving  by  nurse 

5.  Bedside  commode 


1 . As  above 

2.  Armchair  rest  with  meals,  at  bedtime  20  minutes 

3.  Encourage  foot  circling 


1.  Sitting  30  minutes  q.i.d. 

2.  Dressing,  shaving,  combing  hair  (sitting  down) 

3.  Bathroom  privileges  with  assistance. 

4.  Complete  bed  bath  with  minimal  assistance. 

5.  Encourage  foot  circling 


1.  Sitting  1 hr.  q.i.d. 

2.  Walk  to  bathroom  ad  lib. 

3.  Wash  by  sink  with  supervision  sitting  down 


1.  Chair  ad.  lib. 

2.  Bath  in  tub — must  have  assistance  getting  in  and 

out  of  tub.  If  tub  out  of  room — ride  in  wheelchair. 
(The  water  must  be  tepid.)  shower 

3.  Walk  to  bathroom  ad.  lib. 

4.  Walk  3 doors  out  and  back  with  assistance.  (In- 
crease distance  by  2 doors  daily.) 


1.  Chair  ad  lib. 

2.  Bath  (tub) 

Shower 

3.  Walk  to  bathroom 

4.  Walk  Vi  length  of  hall  by  self 


1.  Chair  ad  lib. 

2.  Bath  (tub) 

Shower 

3.  Bathroom  privileges 

4.  Walking  ad  lib. 


1.  Chair  ad  lib. 

2.  Bath  as  above 

3.  Walk  in  hall  ad  lib. 

4.  Dressing  in  street  clothes  as  tolerated. 

exercises  is  very  favorable,  and  they  look  forward  to 
the  exercise  periods,  especially  when  more  activity 
is  allowed.  An  educational  program  is  offered  con- 
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currc-atiy.  Patients  are  taught  about  their  disease, 
factors  that  lead  up  to  heart  attacks,  and  instructed 
about  activity  limitations,  diet,  and  medications. 
Weekly  group  meetings  are  held  with  the  families 
to  help  them  adjust  their  family  life  when  one  mem- 
ber has  a myocardial  infarction. 

After  discharge  from  the  hospital,  the  patient 
enters  the  convalescent  stage.  Convalescence  begins 
at  discharge  and  continues  until  the  patient  pro- 
gresses to  his  pre-infarction  level  of  activity.  A walk- 
ing program  is  available  for  patients  if  their  doctor 
orders  it.  This  starts  with  walking  slowly  two  blocks 
on  the  level.  If  the  patient  remains  asymptomatic 
and  his  pulse  remains  under  a predetermined  level 
(usually  100-120/min.),  he  progresses  to  walking 
two  miles  in  forty  minutes  four  weeks  after  starting 
the  program  and  four  miles  in  seventy-two  minutes 
at  the  end  of  eight  weeks.  Some  patients  are  started 
on  the  progressive  ambulation  when  discharged  from 
the  hospital,  but  some  walk  only  indoors  the  first 
week.  When  environmental  conditions  permit,  the 
patient  walks  in  the  neighborhood.  Otherwise,  he 
goes  to  one  of  the  enclosed  malls  or  the  track  at  the 
YMCA. 

RESULTS 

Hospital  Phase: 

In  the  nine  months  the  program  has  been  in  op- 


eration, 81  patients  have  taken  part  in  the  physical  | 
activity  program.  Sixty-five  were  male  and  sixteen 
female.  Myocardial  infarction  was  documented  with 
electrocardiographic  evidence  and/or  elevated  serum 
enzyme  levels  in  76  patients.  The  average  age  was  62 
years;  ages  ranged  from  36  to  83.  Only  one  person 
died  while  in  the  hospital.  This  was  a 65  year  old 
hypertensive  female  who  was  started  on  exercise  8 
days  after  a mild  anterior  myocardial  infarction. 
Exercises  were  discontinued  two  days  later  after  she 
complained  of  chest  pain.  Twenty-four  hours  later 
she  reinfarcted  and  had  a cardiac  arrest.  There  were 
no  other  episodes  of  ventricular  fibrillation,  cardiac 
arrest,  recurrent  myocardial  infarction,  or  other 
catastrophe  directly  related  to  the  in-hospital  pro- 
gram. Hospitalization  has  been  reduced  from  22 
days  to  16  days. 

Post-Hospital  Phase: 

Deaths:  Three  of  the  seventy-six  coronary  patients 
(4  percent)  died  during  the  follow-up  period  of  one 
month  to  nine  months  (Table  II).  All  deaths  were 
termed  sudden  and  autopsy  was  not  performed.  All 
were  men  who  smoked  heavily  and  did  not  stop 
smoking.  Two  were  alcoholics. 

Non-Fatal  Complications:  The  principle  complica- 
tions occurring  after  hospital  discharge  are  sum- 
marized in  Table  III. 


TABLE  II 

POST-HOSPITAL  DEATHS 


AGE 

SEX 

SITE  OF 
INFARCTION 

TIME  FROM  INFARCTION 
TO  DEATH  (MONTHS) 

CLINICAL  CIRCUMSTANCES 
OF  DEATH 

48 

M 

Anterior 

2Vz 

Sudden  at  home 

56 

M 

Anterior 

3 

Sudden  in  hospital 

67 

M 

Diaphragmatic 

2 

Sudden  at  home 

TABLE  III 

COMPLICATIONS  AFTER  HOSPITALIZATION 

TIME  FROM  INFARCTION 


NUMBER 

AGE 

SEX 

TO  COMPLICATION 

Death 

3 

48 

M 

21/2 

months 

56 

M 

3 

months 

67 

M 

2 

months 

Reinfarction 

4 

48 

M 

1 

month 

*(patient  above) 

63 

M 

6 

weeks 

*expired  2 weeks  later. 

80 

F 

11 

months 

83 

F 

31/2 

months 

^'expired  8V2  months 
later 

Rehospitalization 

3 

64 

M 

3 

months 

for  Angina 

66 

F 

4 

months 

41 

M 

1 

week 

Rehospitalization  for 

5 

63 

F 

2 

months 

Reasons  Other  than 

74 

M 

2 

months 

* 

Coronary 

73 

F 

7 

months 

55 

M 

2 

weeks 

46 

M 

9 

months 

* Later  expired 
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Return  to  Work: 

Of  the  39  who  were  employed  before  the  heart 
attack,  34  returned  to  their  original  jobs.  Of  the  re- 
maining five,  one  man  had  aorto-coronary  by-pass 
surgery;  three  men  were  unable  to  work;  and  one 
man,  who  denied  his  illness  up  until  time  of  dis- 
charge, had  a psychotic  breakdown  * Except  for  four 
women,  two  of  whom  had  many  complications  dur- 
ing their  hospitalization,  housewives  have  returned 
home  and  have  managed  their  households  without 
assistance  after  two  to  three  months. 

Note:  The  surgical  patient  and  the  other  patient 
did  return  to  work  a few  months  after  this  paper 
was  written. 

SUMMARY 

No  attempt  will  be  made  to  interpret  the  benefits 
of  exercise  in  this  small  sample  of  patients.  To  do  a 
statistically  significant  study,  selection  of  patients 
should  be  randomized  and  allow  comparison  of  a 
one  year  experience  in  patients  placed  in  two  dis- 
tinctly different  treatment  groups.  We  had  the  fol- 
lowing hospital  experience  with  complications  at- 
tributed by  others  to  the  effects  of  early  ambulation: 
one  (1.3%)  case  of  sudden  death,  no  case  of 
cardiac  rupture  or  ventricular  aneurysm,  and  one 
(1.3%)  case  of  reinfarction. 

Post-hospital,  4%  of  the  patients  died  suddenly, 
4%  had  another  heart  attack  but  survived,  and  4% 
were  hospitalized  for  angina.  For  comparison,  with 
incomplete  data  on  54  patients  hospitalized  before 
the  graded  exercise  program  was  started,  9%  of  the 
patients  died,  9%  were  hospitalized  for  angina  and 
7.4%  rcinfarcted.  It  must  be  mentioned  that  the 
latter  group  of  patients  have  been  observed  for  a 
period  of  12  to  16  months  as  opposed  to  1 to  1 1 
month  follow-up  of  patients  in  the  study. 

While  Bloch,  et  al  (1974)  report  no  significant 
differences  between  the  groups  with  regard  to  rein- 
farction, arrhythmias,  heart  failure,  or  angina,  there 
was  greater  disability  in  the  control  group.  Mortality 
differences  were  not  significant  either,  but  it  is  noted 
that  1.3%  of  the  exercised  group  died  post-hospital 
versus  4%  of  the  control  group. 

Out  of  1000  patients  Wenger,  et  al  (1971)  found 
no  relationship  between  early  mobilization  and  car- 
diac arrest  or  myocardial  infarctions.  They  had  no 
data  on  the  long  term  effects  of  early  physical  ac- 
tivity at  that  time.  Heller  reports  that  9%  of  the 
exercised  patients  developed  acute  myocardial  in- 
sufficiency while  17%  of  the  control  group  had  myo- 


cardial infarctions  and  5.5%  developed  heart  failure. 

Our  data  indicates  that  in-hospital  exercise  pro- 
grams significantly  reduce  certain  complications  of 
myocardial  infarctions.  It  allows  shorter  hospitaliza- 
tion with  no  overall  increase  in  cost.  Whether  this  re- 
habilitation has  significantly  resulted  in  increased 
work  capacity,  fewer  recurrent  heart  attacks,  or  in- 
creased longevity  of  the  patient  is  not  determined  by 
this  study.  The  program  does  offer  psychological 
and  economic  advantages.  The  sense  of  well-being 
and  improved  physical  performance  do  carry  over 
into  daily  living,  helping  the  patient  return  to  a posi- 
tive emotional  state. 

If  a good  rehabilitation  program  is  carried  out, 
the  patient  could  be  healthier  than  before  his  coro- 
nary occlusion.  A myocardial  infarction  can  be  a 
turning  point  in  a person’s  life.  It  can  result  in 
better  overall  health,  if  handled  properly. 

Addendum:  Follow-up  of  the  patients  up  to  time 
of  publication  reveals  that  two  more  of  the  patients 
who  reinfarcted  have  expired  of  heart  disease,  bring- 
ing the  death  rate  due  to  coronary  disease  up  to 
8%  for  an  observational  period  of  9 months  to  19 
months. 

Our  thanks  to  Karen  Long  for  her  many  hours  of  assistance 
in  preparing  and  correcting  this  manuscript. 
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Every  year,  a group  of  shrewd 
Americans  takes  advantage  of  the 
Mercedes-Benz  European  Delivery  Plan* 

Here’s  why* 


F'irst  of  all,  the 
Mercedes- 
Benz  European  Delivery  Plan  makes 
Europe  easy  to  see.  This  Plan  lets  you 
order  the  exact  model  you  want  here, 
and  take  delivery  of  it  at  almost  any 
major  European  city. 

Your  dealer  arranges  all  the  details, 
paper  work,  insurance  and  return  ship- 
ping reservations.  All  you  do  is  pick  up 
your  car  and  enjoy  it. 

Think  about  it.  No  schedules  but 
the  ones  you  set.  No  plans  but  the  ones 
you  make.  You  roam  Europe  in  your 
new  Mercedes-Benz  and  explore  to  your 
heart’s  content. 

On  top  of  that,  the  Plan  saves  you 
money.  Depending  on  which  model  you 
select,  you  save  between  $1,100  and 
$2,500  off  the  domestic  retail  price. 


If  you’re  plan- 
ning a Euro- 
pean trip  this 
year,  why  not  join  the  select  group  of 
travelers?  Combine  your  holiday  with  a 
new  Mercedes-Benz.  For  details  about 
the  Mercedes-Benz  European  Delivery 
Plan,  fill  in  and  mail  this  coupon. 


; European  Delivery  Mgr. 

; Mercedes-Benz  of 
I North  America,  Inc. 

| One  Mercedes  Drive 
| Montvale,  N.J.  07645 

| Name 

I Address 


Phone j 

©1976  Mercedes-  Bern 


See  the 

Mercedes-Benz  at 

VERN  EIDE  BUICK 


2500  S.  Minnesota  Avenue 
Sioux  Falls,  South  Dakota  57105 
(605)  336-1720 
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President’s  Pa 


Every  district  of  the  South  Dakota  State  Medical  Association  has  recently  been  faced  with  the  task  of 
finding  their  by-laws,  some  quite  antiquated.  The  State  Medical  Association  has  requested  that  each  district 
find  their  by-laws  and  send  them  to  the  State  office.  This  was  prompted  by  an  incident  in  one  of  our 
districts  that  I hope  will  be  resolved  to  the  satisfaction  of  all  concerned  by  the  time  this  goes  to  press. 

The  more  progressive  districts  have  updated  their  by-laws,  but  I must  admit  that  the  Huron  District  was 
not  one  of  these.  We  finally  found  ours,  dated  1930.  We  all  seem  to  forget  that  each  district  is  autonomous 
with  its  own  officers  and  by-laws,  much  the  same  as  the  fifty  states  in  the  United  States.  There  are  no  model 
by-laws  from  the  State  organization.  The  only  requirement  is  that  these  district  by-laws  are  not  contrary  to 
the  parent  organization. 

I think  those  of  us  at  the  State  level  often  forget  the  dedicated  and  hard-working  officers  and  committees 
on  the  district  level.  I want  to  take  this  opportunity  to  duly  recognize  them  and  thank  them  for  a job  well 
done. 

I would  urge  every  district,  if  they  have  not  already  done  so,  to  review  and  update  your  existing  by-laws.  I 
would  also  hope  that  your  councilor  or  councilors  would  keep  you  continually  informed  and  updated  on  the 
functions  of  the  State  Association. 

Needless  to  say,  the  State  organization  is  only  as  good  as  its  component  parts,  the  twelve  districts. 

Fraternally, 
F.  D.  LEIGH,  M.D. 

President 

South  Dakota  State  Medical  Association 
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Letters  To  fhe 
Editor 

I would  like  to  thank  the  officers  and  members  of 
the  South  Dakota  State  Medical  Association  for 
their  contribution  to  the  Medical  School  Endowment 
Association  in  memory  of  my  husband,  Walter 
Gysin,  M.D. 

It  would  please  him  no  end  as  he  was  so  very 
much  interested  in  medical  education  in  South 
Dakota.  He  gave  his  own  remains  toward  that  edu- 
cation. 

I am  very  grateful  for  this  remembrance  which  I 
consider  a great  honor. 

Thankfully, 

Mrs.  Walter  M.  Gysin 
Watertown,  SD 


I am  interested  in  finding  the  incidence  of  al- 
lergic reactions  to  chocolate  because  of  a recent 
query  I received  from  a chocolate  manufacturer. 

I would  appreciate  hearing  from  physicians  the 
estimated  number  of  their  patients  allergic  to  choco- 
late, and  the  symptoms  produced.  I would  also  ap- 
preciate receiving  specific  case  reports,  results  of 
laboratory  tests,  and  any  other  comments  on  the 
subject. 

Sincerely, 

Claude  A.  Frazier,  M.D. 

Doctors  Park — Bldg.  4 

Asheville,  NC  28801 


I would  like  to  take  this  opportunity,  on  behalf  of 
the  SD  Society  of  Osteopathic  Physicians  & Sur- 
geons, to  thank  the  State  Medical  Association  for 
allowing  us  to  participate  in  their  scientific  meetings 
held  during  your  recent  convention  in  Rapid  City. 
The  program  was  excellent,  and  all  who  attend 
were  very  pleased. 

It  is  our  hope  that  the  State  Medical  Association 
will  continue  with  this  policy. 

Sincerely, 
George  W.  Jenter,  D.O. 
Secretary-Treasurer 
South  Dakota  Society 
of  Osteopathic 
Physicians  and 
Surgeons 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL  AS- 
SOCIATIONS WITH  WHOM  YOU  ARE  ASSOCI- 
ATED. REFERENCES  TO  QUALIFIED  INQUIRIES  ARE 
GLADLY  FURNISHED. 

39th  & MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  “Chuck”  Point,  Mgr.  Home  phone  336-3168 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine.  608  West  Avenue,  North,  Sioux  Falls, 
SD  Subscription  $8.00  per  year  $1.00  per  copy 

Foreign  $10.00 

CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all 
publications  of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not  the  carbon 
should  be  submitted.  An  abstract  of  100-200  words  should 
accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  of  article  and 
the  location  of  the  author.  The  used  manuscript  is  not 
returned  but  every  effort  will  be  made  to  return  manuscripts 
not  accepted  or  published  by  the  Journal  of  Medicine. 
Articles  are  accepted  for  publication  on  condition  they  are 
contributed  solely  to  this  Journal. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings  will  be 
furnished  by  the  South  Dakota  Journal  of  Medicine  when 
satisfactory  photographs  or  drawings  are  supplied  by  the 
author.  Each  illustration,  table,  etc.,  should  bear  the  author’s 
name  on  the  back.  Photographs  should  be  clear  and  dis- 
tinct. Drawings  should  be  made  in  black  India  ink  on  white 
paper.  Used  illustrations  are  returned  after  publication  if 
requested. 

REPRINTS:  Reprints  should  be  ordered  immediately  fol- 
lowing publication.  Type  left  standing  over  30  days  will 
be  destroyed  and  no  reprint  orders  will  be  taken.  All  re- 
print orders  should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  57104. 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


PRESIDENT  SPEAKS 

1975-76  has  been  a year  of  much  activity  and 
growth  by  your  South  Dakota  Academy.  Member- 
ship in  our  South  Dakota  Chapter  has  increased  at 
such  a rate  that  its  percentage  increase  places  South 
Dakota  near  the  top  in  relation  to  all  other  states. 
Newly  licensed  family  physicians  in  the  state  have 
been  eager  to  join  our  Academy.  We  have  a 100 
percent  membership  by  the  family  practice  residents 
and  a high  degree  of  interest  in  the  medical  student 
affiliate  memberships.  I feel  that  the  continued 
activities  of  our  chapter  should  make  increased 
growth  continue  in  the  coming  years.  More  of  our 
members  have  become  active  in  the  Chapter’s  com- 
mittee activities.  This,  we  feel  is  vital  for  the  con- 
tinued growth  and  function  of  our  state  chapter. 

The  Legislative  Committee  is  actively  pursuing 
its  program  of  work  for  the  year.  Education  activities 
for  our  members  have  expanded  for  this  coming 
year.  With  the  expansion  of  the  medical  school,  our 
Family  Practice  Club  has  increased  its  activities  and 
will  continue  to  do  so  in  the  coming  year.  Other 
committees  such  as  the  Indian  Health  Committee  are 
actively  working  on  problems  pertinent  to  our  state 
members  and  our  patients. 

We  look  forward  to  working  closely  with  the  State 
Medical  Association  on  common  problems  and 
hopefully  we  can  continue  to  improve  medical 
services  for  our  citizens  and  reduce  the  critical 
physician  shortage  within  our  state.  We  are  most 
fortunate  to  have  Bob  Johnson,  Executive  Secretary 
of  the  South  Dakota  State  Medical  Association,  will- 
ing to  give  freely  of  his  time  to  advise  us  on  State 
Chapter  activities,  especially  with  our  education 
program  and  legislative  efforts. 

As  we  begin  this  new  year,  we  welcome  input  from 
members  regarding  potential  new  activities  for  our 
chapter.  I would  also  encourage  any  member  in- 
terested in  participating  in  any  committee  activity  to 
please  contact  me.  We’ll  be  happy  to  put  you  to 
work! 


Thank  you  for  the  opportunity  of  serving  as  your 
state  president  this  past  year,  and  I look  forward  to 
the  opportunity  of  continuing  in  that  capacity  this 
coming  year. 

Richard  W.  Friess,  M.D. 

President,  SDAFP 


Family  Practice  Club 

The  annual  fall  meeting  of  the  USD  Family  Prac- 
tice Club  under  the  co-chairmanship  of  Larry  Finney 
and  Earl  Kemp  of  Sioux  Falls  will  be  in  Vermil- 
lion. You  have  received  a separate  mailing  regarding 
this  event,  and  we  need  your  attendance.  Please 
check  the  date  on  your  mailing  and  plan  to  attend. 


LCME  Visitation  October  26-29 

The  Liaison  Committee  on  Medical  Education  will 
be  making  a visitation  to  the  USD  School  of  Medi- 
cine on  the  above  dates.  This  is  a full  accreditation 
visitation,  the  final  visit  in  a series  of  trips  to  inspect 
the  progress  of  the  four  year  degree  granting  school. 
Their  final  report  will  follow  in  several  weeks. 


Black  Hills  Winter  Seminar  February  3-5,  1977 

Mark  your  calendar  now  for  this  scientific  session 
to  be  held  at  the  Holiday  Inn  of  the  Northern  Hills. 
Seminar  Chairman  Gary  Welsh  of  Lead  and  his 
committee  members,  Dave  Smith  of  Deadwood  and 
Mike  Brown  of  Spearfish,  are  working  on  the  format 
and  content  for  this  meeting.  Expected  content  will 
be  Internal  Medicine,  Orthopedics  and  Pediatrics. 
The  South  Dakota  Academy  of  Pediatrics  is  co-host- 
ing  this  meeting  with  our  Academy,  similar  to  our 
arrangements  with  ACOG  and  the  SD  OB-GYN 
Society  for  our  Summer  Seminar.  Watch  for  the 
brochure  mailing!  Keep  the  dates  open! 


OCTOBER  1976 


21 


SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 


It  all  began  in  1949. 

Doctors  and  interested  individuals 
demonstrated  their  interest  in  medical 
education  in  South  Dakota  by  establishing 
an  organization  dedicated  to  assist 
our  USD  School  of  Medicine.  Throughout  the  years 
since , the  Fund  has  grown  considerably , but  the  need 
for  these  funds  has  increased  considerably  also. 

Loans  to  medical  students  utilize 
the  majority  of  these  funds.  Your 
donations  also  assist  in  the  purchase  of 
special  equipment  needed  for  the  school. 

This  year  there  will  be  40  in  the  junior 
class  and  for  the  first  time  40  students  in  the 
senior  class  at  the  medical  school.  Undoubtedly 
this  will  mean  an  increase  in  loan  requests. 

Your  contribution  will  help  these 
future  doctors  of  South  Dakota.  Contributions* 

may  be  sent  to: 

SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT  ASSOCIATION 
608  WEST  AVENUE,  NORTH,  SIOUX  FALLS,  S.D.  57104 

*Tax  deductible 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


THIRTY-TWO  YEAR  OLD  CAUCASIAN  FEMALE  WITH 
MASS  IN  THE  ABDOMEN  OF  TWO  YEARS  DURATION 

Daniel  Morton,  M.D.*  John  F.  Barlow,  M.D.  FCAP** 

Discusser  Pathologist-Editor 


Case  No.  680613 

This  32-year-old  Caucasian  female  was  admitted  because 
of  a mass  in  the  abdomen.  The  patient  said  that  she  had 
been  aware  of  a slowly  enlarging  lump  in  the  abdomen  for 
approximately  2-3  years.  This  was  only  noticeable  when 
she  bumped  against  the  edge  of  a counter  or  some  other 
object.  Outside  x-rays  of  the  gastrointestinal  tract,  kidneys, 
colon  as  well  as  proctosigmoidoscopic  examination  were 
apparently  negative.  A gallbladder  series  showed  that  the 
gallbladder  was  functioning  without  stones.  There  had  been 
very  mild  dull  aching  and  some  crampy  abdominal  pain  for 
thirty  minutes  after  eating  for  approximately  a year  in  the 
right  upper  quadrant.  She  would  often  be  awakened  at 
night  by  this  and  have  to  get  up  and  walk  around.  The  pain 
was  relieved  by  a loose  stool.  She  had  3-4  loose  stools  a 
day  with  no  blood.  Many  years  previously  she  had  had 
blood  in  the  stool  and  one  black  stool  but  this  was  not  in 
recent  years.  She  had  a past  history  of  frequent  urinary 
tract  infections  ten  years  prior  to  admission.  Family  history 
and  past  history  were  unremarkable.  She  had  never  been 
out  of  the  state  and  had  taken  no  medications  except  for 
birth  control  pills  for  ten  years.  She  had  had  pneumonia 
3-4  years  previous.  Menstrual  periods  were  regular.  The 
patient  had  two  children,  the  youngest  age  ten. 

PHYSICAL  EXAMINATION:  revealed  a well  developed, 
well  nourished  female  weighing  125  pounds,  pulse  84/min- 
ute and  regular,  temperature  98.2  °F,  blood  pressure  110 
systolic  and  70  diastolic.  The  patient  was  slightly  pale. 
Examination  of  the  head  and  neck  was  not  remarkable. 
The  lungs  were  clear  to  auscultation  and  percussion.  The 
heart  was  not  enlarged  and  there  was  a regular  rhythm 
with  no  murmurs.  The  breasts  showed  no  masses  or  ab- 
normalities. On  examination  of  the  abdomen  there  was  some 
fullness  in  the  right  upper  quadrant.  A nontender,  slightly 
moveable  mass  15-20  cms.  in  diameter  could  be  felt  be- 
neath the  right  costal  margin  and  descended  on  respiration. 
The  mass  was  spongy  or  cystic  and  could  not  be  separated 
from  the  liver.  The  spleen  was  not  enlarged.  No  other 
masses,  spasm,  or  tenderness  were  noted.  The  pelvic  ex- 
amination was  unremarkable.  Examination  of  the  extremi- 
ties was  unremarkable. 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA 
08032  from  the  National  Cancer  Institute  of  the  National  Institute 
of  Health,  U.S.  Public  Health  Service 


LABORATORY  DATA:  urinalysis:  yellow,  hazy,  specific 
gravity  1.008,  pH  6.0,  negative  for  protein,  glucose,  ketone 
bodies,  bile  and  hemoglobin;  sediment  - rare  WBC/hpf, 
hemoglobin  10.8  gms/dl,  red  count  3.51  million/mm3, 
hematocrit  30  vols/dl,  mean  corpuscular  hemoglobin  31 
micromicrograms,  mean  corpuscular  volume  84  cubic  micra, 
mean  corpuscular  hemoglobin  concentration  36%,  total 
leukocyte  count  6,800/mm3  with  44%  segmented  neutro- 
phils, 1%  eosinophils,  and  55%  normal  lymphocytes.  Plate- 
lets were  normal  in  number  and  morphology.  The  red  cells 
were  normochromic  normocytic  with  slight  anisocytosis. 
Lactic  dehydrogenase,  aspartate  aminotransferase  (SGOT), 
total  bilirubin,  calcium,  total  protein,  inorganic  phosphorus, 
glucose,  blood  urea  nitrogen,  creatinine,  uric  acid  and 
cholesterol  were  within  normal  limits.  An  alkaline  phos- 
phatase was  186  units/dl  (normal  up  to  115  units/dl).  An 
abdominal  ultrasound  revealed  a 6.6  x 8.2  x 10.2  cm.  solid 
homogeneous  mass  extending  inferiorly  from  the  right  lobe 
of  the  liver  just  anterior  to  the  right  kidney.  An  operation 
was  performed. 

DR.  MORTON:  This  patient  had  a slowly  growing 
mass  probably  involving  the  liver  and  nondescript 
bowel  symptoms.  The  only  significant  laboratory 
finding  is  a mild  anemia  and  a slight  increase  in  the 
alkaline  phosphatase.  I did  make  one  assumption 
which  may  be  “fatal”  and  that  was  that  the  outside 
x-rays  were  indeed  negative.  If  this  had  been  my 
patient,  I would  have  either  seen  the  x-rays  or  had 
them  reviewed. 

I will  give  a differential  diagnosis.  The  possibilities 
are  not  necessarily  in  the  order  of  preference  nor  in 
order  of  frequency.  The  first  possibility  is  a choledo- 
chal cyst  which  is  a congenital  abnormality  caused 
by  a basic  weakness  in  the  biliary  duct.  Thirty  per- 
cent of  these  are  diagnosed  within  the  first  decade. 
The  usual  pertinent  symptoms  are  abdominal  pain, 
jaundice  and  a palpable  epigastric  mass.  The  pain 
and  jaundice  usually  begin  intermittently  but  become 
more  sustained  as  biliary  obstruction  becomes  mani- 
fest. This  entity  does  not  fit  the  picture  of  our 
present  case.  The  entity  is  rare.  There  is  no  jaundice 
and  the  ultrasound  does  not  show  a cystic  lesion  in 
this  case. 
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I considered  hydrops  of  the  gallbladder  but  ruled 
this  out  rather  quickly.  There  was  a normal  gall- 
bladder on  cholecystogram.  The  size  of  the  mass 
described  is  too  large  for  that  of  a hydrops  of  the 
gallbladder.  In  addition,  the  mass  was  not  cystic  on 
ultrasonic  investigation. 

Another  possibility  is  a hydatid  or  echinococcal 
cyst.  This  cyst  is  often  a unilocular,  slow  growing 
cyst  with  a predilection  to  occurrence  in  the  liver. 
Sixty-six  percent  of  echinococcal  cysts  are  located 
in  the  liver  and  three-fourths  of  these  are  in  the 
right  lobe  of  the  liver.  Suspicion  for  this  diagnosis 
is  enhanced  if  there  is  evidence  of  a characteristic 
slow  growth,  history  of  being  in  an  endemic  area,  or 
close  association  with  dogs  and  sheep.  The  dog  is 
the  intermediate  host  and  the  sheep  is  the  definitive 
host. 

*DR.  BRUCE  VOGT:  What  are  the  endemic  areas 
for  this  disease? 

DR.  MORTON:  The  endemic  areas  are  South 
America,  Iceland,  Australia,  and  New  Zealand. 
These  are  all  sheep-raising  countries.  This  patient 
had  apparently  never  been  in  these  endemic  areas. 
Although  the  slow  growth  in  this  case  is  consistent 
with  echinococcal  cyst,  the  absence  of  peripheral 
blood  eosinophilia  tends  to  make  the  diagnosis  un- 
likely. Unfortunately,  only  25  percent  of  patients 
with  echinococcal  cysts  do  have  eosinophilia.  This 
cyst  is  often  asymptomatic  and  the  patient  does  not 
have  jaundice  or  ascites.  If  secondary  infection  of 
the  cyst  occurs,  you  can  get  systemic  reaction  such  as 
fever  and  chills  with  leukocytosis.  Occasionally  ab- 
dominal rupture  of  an  echinococcal  cyst  can  give 
rise  to  a patient  presenting  in  shock.  The  absence  of 
peripheral  blood  eosinophilia,  the  lack  of  history  of 
travel  to  an  endemic  area,  the  fact  that  the  ultra- 
sound shows  the  lesion  was  not  cystic,  and  also  the 
fact  that  there  was  no  calcification  seen  in  the  cyst 
wall  on  x-ray  (a  common  finding  in  echinococcal 
cysts)  all  make  the  diagnosis  unlikely. 

Another  possibility  is  liver  abscess.  There  are  five 
mechanisms  for  the  establishment  of  a pyogenic 
liver  abscess.  These  include:  ascending  biliary  in- 
fection, hematogenous  spread  from  either  the  portal 
system  or  generalized  septicemia,  direct  extension 
from  an  infected  focus,  or  hepatic  trauma.  The  most 
frequent  mechanism  is  ascending  cholangitis  and  the 
most  common  organism  is  escherichia  coli.  In  gen- 
eralized septicemia  staphylococcus  aureus  can  pro- 
duce a liver  abscess.  In  general  with  hepatic  abscess 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SI). 

'"  Intern,  Sioux  Valley  Hospital,  Sioux  Falls,  SD. 


you  will  have  hepatomegaly  and  tenderness  in  the 
right  upper  quadrant  as  well  as  systemic  signs  of 
infection  with  leukocytosis.  In  our  patient  today 
there  were  no  signs  of  systemic  symptoms,  the  proc- 
ess had  been  present  for  two  years,  and  the  patient’s 
white  count  was  normal.  These  facts  would  tend  to 
make  pyogenic  hepatic  abscess  very  unlikely. 

One  must  also  consider  amebic  hepatic  abscess 
which  is  very  difficult  to  diagnose.  It  has  been  esti- 
mated that  10  percent  of  the  U.  S.  population  has 
been  infected  with  endameba  histolytica  but  most  of 
these  infections  are  asymptomatic.  When  amebic 
liver  abscess  does  appear;  fever,  chills,  and  pain  in 
the  liver  are  very  common.  One-third  or  one-half  of 
the  patients  with  amebic  liver  abscess  have  an  ante- 
cedent history  of  diarrhea.  This  patient  did  have 
some  diarrhea,  or  at  least  loose  stools. 

An  interesting  fact  is  that  the  degree  of  amebic 
intestinal  disease  is  not  related  to  the  formation  of 
liver  abscess.  The  patient  may  have  subclinical  in- 
testinal disease  and  yet  a liver  abscess  may  occur. 

There  is  an  entity  called  chronic  amebic  hepatic 
abscess  with  less  systemic  symptoms.  However,  the 
patient  usually  does  have  some  anorexia,  weakness 
or  weight  loss.  There  may  be  a mild  anemia  and  the 
leukocytosis  becomes  rather  prominent.  The  diagno- 
sis of  amebic  abscess  should  be  made  by  the  finding 
of  amebae  in  a fresh  stool  specimen.  One  should 
remember  that  the  stool  sample  should  be  fresh 
and  certain  stool  preservations  should  be  avoided. 
At  surgery  when  an  amebic  abscess  is  aspirated, 
material  which  is  described  as  anchovy  paste  is  as- 
pirated. Elevation  of  the  diaphragm  can  be  seen  with 
either  a pyogenic  or  amebic  abscess,  but  we  do  not 
have  a chest  x-ray  in  this  case  to  evaluate. 

**DR.  LEIGHTON  JUMP:  Would  an  amebic  ab- 
scess show  this  type  of  picture  by  ultrasound? 

DR.  MORTON:  I am  not  sure  but  I think  it  could 
occur.  After  some  debate  I decided  to  rule  out  a 
chronic  abscess. 

I have  considered  carcinoma  of  the  gallbladder. 
This  does  have  a preference  for  females  compared 
to  males  but  is  usually  seen  in  a little  older  age 
group  (55-65).  The  youngest  reported  case  is  at 
13  years  and  the  oldest  reported  case  is  95  years. 
Patients  with  carcinoma  of  the  gallbladder  almost 
always  have  a history  of  preceding  gallbladder  dis- 
ease and  10  percent  present  with  a clinical  picture 
of  acute  cholecystitis.  There  is  often  a right  upper 
quadrant  mass  with  pain  radiating  into  the  back, 
especially  at  night.  This  patient  did  have  some  pain 
at  night.  However,  with  carcinoma  of  the  gall- 
bladder, there  is  often  anorexia  and  weight  loss 
with  some  nausea  and  vomiting.  The  pain  becomes 
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constant.  One-third  of  patients  with  carcinoma  of 
the  gallbladder  have  jaundice.  In  a patient  with 
carcinoma  of  the  gallbladder,  in  addition  to  the 
history  of  gallbladder  attacks  for  some  years,  there 
is  often  a change  in  the  history  of  the  pain  pattern. 
The  pain  becomes  constant  and  is  continuous  rather 
than  sporadic.  One-third  of  the  cases  present  with 
jaundice.  Often  there  is  an  elevation  of  the  alkaline 
phosphatase  which  we  have  in  this  patient.  How- 
ever, a major  point  in  ruling  out  carcinoma  of  the 
gallbladder  is  that  in  the  case  today  there  is  visuali- 
zation of  the  gallbladder  on  x-ray.  In  carcinoma  of 
the  gallbladder,  rarely  does  the  gallbladder  visualize. 
Therefore,  the  absence  of  non-visualization  of  the 
gallbladder,  the  absence  of  jaundice,  and  the  absence 
of  a previous  history  of  gallbladder  disease  tend  to 
exclude  carcinoma  of  the  gallbladder  from  con- 
sideration. 

When  a patient  has  a liver  mass,  metastatic  carci- 
noma must  be  considered  or  even  metastatic  carci- 
noid. Symptoms  arising  from  metastatic  carcinoid  in 
the  liver  are  based  on  the  release  of  serotonin.  This 
causes  flushing,  cyanosis,  telangiectasia,  hepatomeg- 
aly, diarrhea,  and  even  right  side  cardiac  valvular 
disease.  Hepatomegaly  from  the  metastatic  disease 
is  necessary  before  symptoms  of  carcinoid 
syndrome  are  manifest.  This  is  because,  if  the  tumor 
is  in  the  gastrointestinal  tract  and  drains  by  the 
portal  vein,  there  is  an  enzyme  in  the  liver  which 
destroys  the  serotonin.  When  hepatic  metastases 
occur,  symptoms  then  can  be  seen  as  serotonin  is 
secreted  directly  into  the  venous  circulation.  It 
should  be  pointed  out  that  carcinoids  of  the  gastro- 
intestinal tract  can  be  small  and  easily  missed  on 
gastrointestinal  series.  If  the  patient  had  had  metas- 
tatic carcinoid,  I would  have  expected  more  changes 
in  the  liver  enzymes  and  the  course  of  the  illness 
is  too  long  for  metastatic  disease  of  any  kind. 

Carcinoma  of  the  pancreas  is  always  difficult  to 
diagnose  and  can  produce  hepatic  metastases.  Jaun- 
dice will  occur  if  the  tumor  is  in  the  head  of  the 
pancreas  but  if  the  carcinoma  is  in  the  body  or  tail, 
no  jaundice  will  be  seen  and  the  lesion  may  remain 
silent  for  some  time.  I would  strongly  doubt  that 
carcinoma  of  the  pancreas  with  liver  metastases 
would  be  present  without  more  progression  over  a 
2-3  year  period.  I would  have  also  expected  the 
liver  enzymes  to  be  very  abnormal.  The  breast  ex- 
amination was  negative  and  although  we  have  no 
chest  x-ray,  I find  it  hard  to  match  this  picture  to  a 
patient  with  metastatic  carcinoma  of  the  breast. 

Another  consideration  would  be  a benign  liver 
cyst.  These  are  often  slow  growing  and  manifest  as 
a painless  mass  in  the  right  upper  quadrant.  They 
may  remain  asymptomatic  for  a long  period  of  time. 


Symptoms  arising  from  liver  cysts  usually  are  due  to 
pressure  on  adjacent  organs.  Hemorrhage  into  the 
cyst  can  produce  abdominal  pain.  Fifty  percent  of 
patients  with  benign  liver  cysts  also  have  polycystic 
kidney  disease.  Jaundice  is  rare  and  liver  function 
tests  are  usually  normal.  Benign  liver  cysts  may  be 
solitary  and  the  average  age  is  between  20  and  50 
with  a female  predominance  of  4:1.  I seriously  con- 
sidered the  diagnosis  but  the  ultrasound  shows  that 
the  lesion  is  not  cystic  in  nature. 

I considered  pancreatic  cysts.  One  such  cyst  is  a 
pseudocyst  which  usually  only  occurs  after  a history 
of  pancreatitis  or  after  a history  of  abdominal  trau- 
ma such  as  a seat  belt  injury.  There  is  usually  per- 
sistent dull  aching  abdominal  pain  which  penetrates 
through  to  the  back.  Low  grade  fever  is  often  pres- 
ent. We  have  no  valid  evidence  that  this  patient  has 
had  pancreatitis  in  the  past  and  have  no  history  of 
increased  alcoholic  intake. 

Another  pancreatic  cyst  is  a cystadenoma.  One 
series  from  the  Mayo  Clinic  had  20  such  cases,  the 
average  age  in  the  series  being  50  with  a female 
predominance  of  9:1.  The  average  diameter  of 
these  was  12.8  cm.  The  tumors  can  have  a long 
history  of  many  years  with  no  symptoms.  There  is 
often  a palpable  mass  with  or  without  abdominal  dis- 
comfort. Jaundice  is  very  rare  unless  the  head  of  the 
pancreas  is  involved.  The  mass  is  usually  more 
prominent  to  the  left  of  the  midline.  Symptoms  sec- 
ondary to  pressure  on  adjacent  viscera  can  occur. 
I should  mention  that  pancreatic  cystadenocarci- 
noma  can  occur  and  give  somewhat  the  same  symp- 
toms. I do  not  believe  the  cyst  was  in  the  pancreas. 
I think  a liver  scan  would  have  been  beneficial  in 
this  regard. 

Finally,  we  must  discuss  primary  liver  neoplasms. 
There  are  about  2,500  deaths  yearly  in  the  United 
States  due  to  primary  hepatic  malignancies.  Ninety 
percent  of  these  are  hepatocellular  carcinomas.  Five 
to  ten  percent  are  cholangiocarcinomas.  Of  interest 
is  the  fact  that  in  some  tribes  in  Africa,  hepatomas 
are  one  of  the  most  frequent  causes  of  death.  This  is 
thought  to  be  related  to  aflatoxin  produced  by  as- 
pergillus  flavus.  In  south  China  there  has  been  a 
relationship  of  liver  tumors  to  a parasite  called 
clonorchis  sinenis.  Since  she  had  never  been  out  of 
the  state,  I don’t  think  these  are  high  probabilities 
in  this  case. 

Hepatomas  in  this  country  have  a high  association 
with  cirrhosis.  In  one  series  it  was  said  that  4 percent 
of  patients  with  cirrhosis  of  the  liver  will  develop 
hepatoma.  A multiple  nodular  form  as  well  as  a 
massive  form  of  hepatoma,  which  might  fit  this  case, 
can  occur.  Hemorrhage  and  necrosis  in  these  large 
tumors  may  also  occur.  There  is  also  a diffuse  type 
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of  hepatoma  which  would  not  fit  this  case.  Hepa- 
toma may  present  as  an  asymptomatic  mass  in  the 
right  upper  quadrant  or  with  pain  in  the  right  upper 
quadrant  or  in  the  epigastrium.  Pleuritic  pain  may 
occur.  Because  of  hemorrhage  and  necrosis  a tumor 
can  present  with  acute  pain,  nausea,  and  vomiting. 
An  elevation  of  the  alkaline  phosphatase  may  be  the 
only  clue  to  the  diagnosis.  A chest  x-ray  often  shows 
elevation  of  the  diaphragm,  since  they  are  frequently 
subdiaphragmatic.  The  5-year  survival  rate  for  hepa- 
toma is  virtually  zero.  I would  have  expected  many 
more  symptoms  over  a period  of  2-3  years  if  hepa- 
tocellular carcinoma  was  the  diagnosis  in  this  case. 

The  diagnosis  I finally  arrived  at  was  focal  nodu- 
lar hyperplasia  or  adenoma  of  the  liver.  There  has 
been  an  increased  incidence  of  these  tumors  lately 
and  this  has  been  related  to  the  use  of  oral  con- 
traceptives. These  tumors  are  extremely  vascular.  In 
one  series  of  25  cases  I reviewed,  two-thirds  of  the 
patients  presented  with  hemoperitoneum  and  shock. 
This  complication  carried  a 60  percent  mortality 
rate.  This  is  quite  alarming  as  we  are  talking  about 
a benign  lesion.  One-third  of  the  patients  did  present 
with  a right  upper  quadrant  mass.  The  liver  function 
tests  are  variable  but  often  normal.  There  is  a vari- 
able elevation  of  the  alkaline  phosphatase.  These  pa- 
tients may  develop  anemia  from  hemorrhage  into  the 
mass.  This  entity  certainly  fits  with  our  patient,  who 
had  a prolonged  course  and  who  had  been  on  birth 
control  pills  for  ten  years.  The  location  seems  to  be 
in  the  liver  although  we  do  not  have  a liver  scan  to 
definitely  confirm  this.  Nissen  and  Kent  at  the  Uni- 
versity of  California  reviewed  twenty  cases,  none  of 
whom  had  a previous  history  of  excess  alcohol  in- 
take, hepatitis,  or  liver  damaging  drugs.  The  dura- 
tion of  oral  contraceptive  use  in  these  patients  was 
from  six  months  to  a variable  number  of  years. 
Fourteen  of  the  patients  had  been  on  birth  control 
pills  for  5-7  years.  It  would  seem  that  the  duration 
of  exposure  to  oral  contraceptive  agents  had  some 
relationship  with  the  incidence  of  hepatoma.  Dull 
upper  abdominal  pain  and  palpable  masses  were 
common  in  this  series.  Three  were  detected  inci- 
dentally on  physical  examination.  Eleven  patients 
developed  hemoperitoneum.  Two  of  these  patients 
were  mis-diagnosed  as  an  ectopic  pregnancy.  There- 
fore, one  must  keep  this  entity  of  focal  nodular 
hyperplasia  of  the  liver  in  mind  when  hemoperi- 
toneum occurs  in  a young  woman. 

There  is  good  evidence  that  ethinyl  estradiol  and 
mestranol,  the  common  oral  contraceptive  agents, 
do  impair  biliary  secretion  and  biliary  flow.  This 
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may  be  significant  in  the  pathogenesis  of  these  liver 
tumors.  As  I have  mentioned,  15-20  of  these  patients 
were  on  birth  control  pills  for  over  five  years.  Davis 
did  report  one  case  of  hepatic  adenoma  which  on 
histologic  examination  had  foci  of  well  differentiated 
hepatocellular  carcinoma.  Apparently  there  is  a po- 
tential for  malignant  degeneration.  I cannot  correlate 
the  gastrointestinal  symptoms  of  loose  stools  with  the 
focal  nodular  hyperplasia  in  this  case.  This  disturbs 
me. 

Dr.  Morton’s  Diagnosis 

Focal  Nodular  Hyperplasia  or 
Hepatic  Adenoma 

DR.  BRUCE  VOGT:  Have  these  patients  been  on 
oral  contraceptives  for  a continuous  period  of  time 
or  have  there  been  some  intermittent  periods  when 
they  did  not  take  them? 

DR.  MORTON:  It  varies.  I believe  there  were  some 
of  them  who  had  periods  when  they  did  not  take 
them. 

*DR.  RICHARD  JONGEWAARD:  Isn’t  it  true 
that  mesfranol  has  been  incriminated  as  causing  a 
greater  number  of  these  lesions  than  the  other 
agents? 

DR.  MORTON:  Yes,  some  people  believe  this. 

DR.  BARLOW:  This  is  a picture  of  the  resected 
specimen  (Fig.  1).  It  is  a well  demarcated  lesion 
with  a central  scar.  Microscopically  the  tumor  is 
composed  of  normal  appearing  hepatic  cells  but 
the  normal  lobular  architecture  of  the  liver  with 
portal  veins  and  central  spaces  is  absent.  There  is  a 
capsule  as  well  as  a central  scar.  In  other  areas  of 
the  tumor  are  hemorrhage  and  necrosis,  which  is 
very  characteristic  of  these  lesions  and  can  lead  to 
a massive  hemoperitoneum  and  death.  It  also  is 
reasonable  to  attribute  the  pain  that  this  patient  had 
to  this  hemorrhage  within  the  tumor. 


Figure  1 

Well  demarcated  liver  tumor. 
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Benign  tumors  of  the  liver  have  increased  in  inci- 
dence since  the  widespread  use  of  contraceptives. 
However,  the  true  incidence  as  well  as  the  exact 
nature  of  these  lesions  is  poorly  understood.  Phillips 
and  Edmondson  have  made  a distinction  between 
hepatic  adenomas  and  hepatic  hamartomas  (focal 
nodular  hyperplasia).  Adenomas  are  supposed  to 
be  encapsulated,  be  composed  completely  of  hepatic 
parenchymal  cells  and  have  no  bile  ducts  or  portal 
tracts.  Hamartomas  have  a central  scar  with  some 
bile  ducts  but  no  portal  tracts  and  are  circumscribed 
but  not  encapsulated.  Apparently  both  types  have 
been  described  in  women  on  oral  contraceptives.  I 
find  that  this  case  has  criteria  of  both. 

Most  of  the  liver  tumors  in  young  women  on 
oral  contraceptives  are  benign  but  similar  lesions  in 
children  and  males  have  been  described.  At  least 
three  hepatocarcinomas  have  been  recorded  in  re- 
lation to  oral  contraceptives.  Three  of  thirteen  cases 
had  venous  invasion  in  one  series  but  I found  no 
cases  which  had  metastases.  Two  were  unresectable 
and  the  patients  died.  The  lesions  may  recur  if  the 
patient  continues  medication  after  surgery.  The  du- 
ration of  contraceptive  use  has  been  as  little  as  five 
months  although  the  risk  seems  to  increase  at  sixty 
months.  One  case  has  been  reported  in  the  ninth 
month  of  pregnancy. 

The  lesions  often  present  with  pain  in  the  upper 
abdomen  with  or  without  a mass.  Massive  hemor- 
rhage into  the  tumor  or  into  the  peritoneum  with 
shock  or  death  is  not  uncommon  and  this  may  coin- 
cide with  menstruation.  The  lesions  are  demon- 
strated as  “cold”  areas  on  the  scan  but  liver  function 
tests  are  usually  within  normal  limits.  Mestranol 
containing  compounds  may  be  associated  with  a 
higher  incidence  but  other  oral  contraceptives  have 
been  involved.  Demethylation  of  mestranol  to  ethinyl 
estradiol  has  been  suggested  in  the  genesis  of  these 
tumors. 

FINAL  ANATOMIC  DIAGNOSIS 

1.  FOCAL  NODULAR  HYPERPLASIA  OF 
LIVER  (HEPATIC  ADENOMA) 
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kmous  Fighters 


NEOSPORIN  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 


Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3,5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  cr  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  Ihe  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  AOVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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President  Tracy,  President-elect  Leigh,  distin- 
guished guests,  colleagues,  and  fellow  members  of 
the  South  Dakota  State  Medical  Association: 

I welcome  the  opportunity  to  come  before  you 
again  this  afternoon,  the  third  such  occasion  since 
1973,  to  report  to  you  on  the  status  of  the  develop- 
ment of  the  medical  school,  to  discuss  with  you  some 
of  our  accomplishments — and  more  importantly 
some  of  the  problems  and  concerns  we  face. 

For  many  years  a traditional  two  year  basic  sci- 
ences institution,  we  are  now  entering  our  second 
year  as  a newly  “re-founded”  school  committed  to  a 
family  practice  and  primary  care  orientation  and  to 
the  development  of  a full,  four-year,  degree-granting 
status.  The  development  of  a wholly  new  medical 
school  presents  many  challenges  and  problems — even 
the  conversion  of  a two  year  basic  science  program 
into  a four  year  program  confronts  faculty  and  ad- 
ministration with  difficulties  and  uncertainties.  We 
have  made  mistakes  and  are  learning  from  them.  We 
have  found  in  many  cases  our  weaknesses  and  have 
attempted  to  correct  them.  At  the  same  time  we 
have  encountered  strengths  and  resources  not  pre- 
viously fully  appreciated  and  have  been  able  to 
capitalize  upon  them  during  this  evolutionary  period. 

The  relationship  of  the  school  to  our  medical 
association,  traditionally  a firm  base  of  support — 
educationally,  politically,  and  economically — has 
been  tested  on  a number  of  occasions  and  remains 
strong.  Nearly  200  physicians  who  are  members  of 
this  association,  including  over  180  practicing  South 
Dakota  physicians,  serve  as  the  clinical  faculty  of 
this  medical  school.  When  our  faculty  and  the  mem- 
bers of  this  association  overlap  to  such  a great  de- 
gree it  seems  unlikely  that  there  could  ever  develop 
a serious  breech  in  the  relationship.  At  the  same 
time  there  is  a continuing  need  to  relate  to  each 
other  in  new  and  different  ways.  Several  instances 
of  defective  communication  have  been  faced  readily 
and  openly,  a relationship  which  brings  strength 
and  endurance  to  any  marriage  or  partnership.  Dr. 
Charles  Swanson  has  made  it  a standing  invitation 
to  myself  and  to  one  or  more  department  chairmen 
to  attend  each  and  every  Council  meeting.  Mr.  John- 
son, President  Tracy,  and  President-elect  Leigh  have 
all  helped  to  cement  a firm  relationship.  At  the  sug- 
gestion of  Dr.  Tracy  a newly  formed  liaison  com- 
mittee is  being  named  to  further  solidify  the  continu- 
ing relationship  between  our  two  institutions.  It 
would  be  inappropriate  not  to  express  at  least  a few 
words  of  appreciation  to  the  Women’s  Auxiliary,  to 
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its  president,  Mrs.  Raymond  Comford,  to  Mrs.  James 
Larson  and  the  many  members  who  have  worked 
so  hard  to  make  South  Dakota  again  this  year  a na- 
tional leader  in  AMA-ERF  contributions  to  our 
school.  They  have  done  a fantastic  job! 

Also  working  effectively  at  the  state  level  is  the 
relatively  new  Health  Sciences  Advisory  Council,  a 
22  member  predominantly  lay  organization,  ap- 
pointed by  USD  President  Bowen  to  assist  and  ad- 
vise the  medical  school  in  its  state-wide  relation- 
ships. This  group,  chaired  by  Lieutenant  Governor 
Harvey  Wollman,  has  met  on  a number  of  occasions 
and  formed  committees  which  are  working  directly 
with  the  medical  school  in  the  areas  of  education 
and  curriculum,  communications  and  public  rela- 
tions, and  nursing  and  allied  health.  It  recently  con- 
cluded a two  day  retreat  here  in  the  Black  Hills. 
The  Medical  Association  is  ably  represented  on  this 
Council  by  Dr.  Ted  Wrage. 

Npw  I would  like  to  turn  for  a few  minutes  to  dis- 
cuss more  internal  matters  of  the  school.  First  of  all 
faculty  recruiting  is  progressing  satisfactorily  al- 
though progress  among  the  individual  departments 
has  not  in  all  cases  been  evenly  paced.  Five  of  the 
six  new  clinical  chairmen  are  working  effectively 
with  the  older  basic  science  departments.  The  sixth 
and  last  chairman,  that  in  obstetrics  and  gynecology, 
has  now  been  selected.  As  many  of  you  know  he  is 
Dr.  Loren  Petersen,  a former  practitioner  in  Sioux 
Falls,  a graduate  of  SDSU,  who  has  distinguished 
himself  in  medical  scholarship  and  teaching.  He  will 
bring  to  us  much  vigor  and  intellectual  strength  as 
he  assumes  the  chair  on  September  1 of  this  year. 
We  are  sorry  to  lose  his  predecessor,  Dr.  Paul  Bruns, 
who  will  be  departing  from  sabbatical  leave  with  our 
institution  to  return  to  his  position  as  full-time 
chairman  at  Georgetown  University  School  of  Medi- 
cine. 

An  especially  welcome  addition  to  the  school  and 
its  faculty  this  year  has  come  with  the  appointment 
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of  Dr.  Joseph  Hamm  of  Sturgis  as  Assistant  Dean  for 
West  River  Affairs.  Dr.  Hamm  assumed  his  new 
post  full-time  on  January  1 and  has  worked  closely 
with  faculty,  administration,  and  the  practicing  phy- 
sicians in  the  West  River  area  in  coordinating  the 
efforts  for  the  implementation  of  the  fourth  medical 
school  year,  to  begin  on  August  2.  Cooperating  ef- 
fectively with  Dr.  Hamm  have  been  Dr.  Arthur 
Lampert,  Director  of  Medical  Education  at  Rapid 
City  Regional  Hospital,  as  well  as  its  Administrative 
Director,  Mr.  Gerald  Sjobeck.  In  addition,  Drs. 
Lampert  and  Hamm  have  been  helpful  and  en- 
couraging in  providing  stimulus  for  the  application 
under  the  former’s  direction  for  years  two  and  three 
of  a family  practice  residency  program  here  in  this 
community  (Rapid  City),  initially  as  a satellite  to 
the  Sioux  Falls  program. 

Joint  faculty  recruiting  with  the  VA  is  progressing 
satisfactorily  at  this  point,  particularly  with  the  addi- 
tion of  the  new  chief  of  medicine,  Dr.  Charles 
Gutch,  a distinguished  clinician  and  scholar  who 
recently  joined  us  from  the  Tucson  VA  and  faculty 
of  the  University  of  Arizona.  Dr.  Gutch  at  one  time 
practiced  in  Pierre,  and  is  related  by  marriage  to 
Dr.  T.  F.  Riggs,  a former  president  of  this  associ- 
ation. Also  joining  our  faculty  this  summer  at  the 
VA  will  be  three  young  faculty  members,  one  a 
pulmonologist  who  is  an  alumnus  of  the  school, 
another  a specialist  in  infectious  diseases  who  will 
join  us  from  Indiana,  and  a third,  Dr.  Anthony  G. 
Salem,  from  the  University  of  California,  Davis. 

Illustrative  of  the  continual  change  which  our 
faculty  is  undergoing — and  will  always  do  so — is 
the  fact  that  one  of  our  first  clinical  chairmen,  Dr. 
Chester  McVay,  achieves  retirement  age  during  this 
next  academic  year.  Of  necessity  he  must  relinquish 
his  chair  but  it  is  hoped  that  he  may  continue  to 
serve  as  a productive  member  of  our  faculty  for  yet 
a number  of  years. 

Our  present  third  year  class  concludes  its  aca- 
demic year  in  late  July,  following  an  intensive  period 
of  evaluation  during  which  the  acquisition  of  clinical 
skills  and  scientific  knowledge  will  be  measured  in 
both  oral  and  written  examinations.  This  class  of  40 
students  will  then  begin  its  fourth  year  on  August  2, 
progressing  to  graduation  as  our  first  charter  class 
of  M.D.’s  next  May.  This  class  has  had  an  exciting 
and  challenging  year  and  has  made  it  equally  so 
for  the  faculty.  They  are  an  outstanding  group  of 
young  people  whom  we  will  be  proud  to  have  as  our 
first  group  of  M.D.’s.  The  new  clinical  curriculum 
which  they  have  pioneered  has  already  been  sub- 
jected to  a number  of  changes  which  we  feel  will 
make  for  a better  educational  program.  It  will  be  a 


continually  evolving  program  and  under  constant 
evaluation.  This  we  feel  is  a healthy  process,  oc- 
casionally in  contrast  with  the  more  static  and  tra- 
ditional curricula  of  some  of  the  older  schools. 

In  preparation  for  the  implementation  of  the 
fourth  year  curriculum  Dr.  Jack  Mobley,  Associate 
Dean  for  Clinical  Sciences,  has  taken  a team  of 
senior  faculty  out  into  the  state  on  two  occasions  to 
present  sessions  in  Brookings,  Pierre,  Rapid  City, 
and  Watertown  on  teaching,  student  evaluation,  and 
utilizing  other  educational  aids.  In  presentations 
initially  to  some  60  members  of  this  association,  and 
subsequently  to  57  physicians,  an  enthusiastic  re- 
sponse was  elicited  and  a feeling  of  mutual  appre- 
ciation with  considerable  discussion  was  evident. 
Again  we  are  grateful  to  our  clinical  faculty,  all 
members  of  this  association,  for  their  interest  and 
participation.  By  the  time  another  year  has  passed 
we  hope  to  have  a firm  grip  on  the  fourth  year 
curriculum  and  its  evaluation.  We  will  have  40  stu- 
dents beginning  their  fourth  year  this  summer  in  20 
communities,  taking  both  clinical  electives  in  ap- 
proximately 14  different  areas,  as  well  as  their  re- 
quired 12  weeks  in  family  medicine,  6 of  which  are 
to  be  in  the  Rural  Family  Medicine  Clerkships 
(RFMC)  in  Pierre,  Tyndall,  Brookings,  Mobridge, 
Rapid  City,  DeSmet,  Gregory,  Madison  and  Lead. 
These  programs  we  feel  make  the  School  of  Medi- 
cine truly  an  institution  for  all  of  the  state. 

At  the  same  time  we  continue  to  be  satisifed  with 
the  use  of  the  community  hospitals  in  Yankton 
and  Sioux  Falls  as  our  major  clinical  base.  Yankton, 
always  a foundation  of  strong  medical  education, 
continues  to  provide  the  third  year  instruction  to  13 
of  our  students  as  well  as  providing  substantial  clini- 
cal teaching  input  into  the  second  year.  Our  sopho- 
mores continue  to  be  bussed  to  Yankton  for  Thurs- 
days throughout  the  sophomore  year.  Faculty  re- 
cruiting in  Yankton  has  not  progressed  to  a degree 
considered  satisfactory  to  many  of  us  and  we  hope 
to  lend  further  energies  in  this  direction  during  the 
ensuing  year.  Our  commitment  to  the  clinical  base 
in  Yankton  remains  as  strong  as  ever. 

During  the  past  year  McKennan  Hospital  has 
opened  its  beautiful  new  14.7  million  dollar  addi- 
tion and  has  provided  outstanding  teaching  facilities 
to  students  for  elements  of  both  second,  third,  and 
fourth  year  instruction.  Sioux  Valley  Hospital  has 
recently  begun  a 17.7  million  dollar  addition,  hav- 
ing only  completed  a 9.7  million  dollar  addition 
within  the  last  three  years.  While  VA  funds  have 
not  yet  been  provided  for  the  proposed  medical  edu- 
cation facility  in  Sioux  Falls,  temporary  space, 
amounting  to  some  13,000  additional  square  feet, 
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will  be  occupied  this  summer  by  the  medical  school 
subsequent  to  minor  remodeling.  With  well  over 
1,000  hospital  beds  in  Sioux  Falls,  virtually  all  of 
which  can  be  used  for  clinical  teaching  of  our  stu- 
dents, coupled  with  the  facilities  in  Yankton  as  well 
as  those  elsewhere  in  the  state,  I honestly  believe  that 
any  doubts  held  by  either  practicing  physicians  or 
medical  educators  regarding  the  adequacy  of  our 
clinical  material  and  facilities,  have  been  relieved. 
Truly  our  clinical  facilities  are  in  excess  of  those  of 
many  of  the  medical  schools  of  this  country! 

There  has  been  no  change  in  the  general  finan- 
cial planning  for  the  School  of  Medicine.  In  this 
area  “no  news  is  good  news.”  The  state  legislature 
this  past  year  provided  the  last  of  three  annual  in- 
crements of  $500,000.  This  next  legislative 
session  will  see  us  seeking  our  fourth  and  final 
year’s  increase  of  $200,000  as  recommended 
by  the  LRC  “Committee  on  Medical  Education”  in 
1973.  This  will  bring  us  to  a total  state  tax  dollar 
funding  base  of  2.5  million  dollars  annually,  based 
upon  1973  dollar  value.  As  indicated  to  you  in  my 
talk  a year  ago  this  was  proposed  as  a “bare  bones” 
budget  but  one  which  we  continue  to  feel  wholly 
committed  in  honoring.  In  accordance  with  our 
understanding  with  the  Regents  and  legislature  we 
have  continued  to  pursue  additional  Federal  funding, 
a necessity  and  a fact  of  life  for  all  public  institutions 
of  higher  education. 

The  Medical  Services  Plan  (MSP),  a “not  for 
profit”  501(c)(3)  corporation  received  its  final 
approval  during  the  past  year  and  is  now  oper- 
ational. The  monies  generated  by  this  plan  have 
been  small  but  the  fact  that  it  is  operational 
attests  first  of  all  to  the  committee  which  drew  up 
the  plan,  a group  headed  by  Dr.  John  Gregg  of  our 
clinical  faculty  and  of  this  association,  with  a pre- 
dominance of  clinical  practicing  community  physi- 
cians. Copies  of  the  plan  have  been  filed  with  this 
association  as  well  as  with  the  district  medical  so- 
cieties in  Yankton  and  Sioux  Falls.  A “lid”  has  been 
placed  upon  all  full-time  and  geographical  full-time 
faculty  salaries,  and  all  of  this  information  is  avail- 
able to  every  citizen  of  our  state. 

Although  South  Dakota  continues  to  be  listed 
fiftieth  in  the  nation  in  terms  of  its  physician/popu- 
lation ratio — a recent  study  showed  79  physicians 
per  10,000  population — we  rank  uppermost  in  the 
nation  in  terms  of  student  acceptances  into  medical 
school  from  our  population.  With  some  650,000  + 
population  we  continue  to  admit  65  freshmen  each 
year.  This  amounts  to  about  one  admission  to  medi- 
cal school  each  year  per  10,000  population,  far  in 
excess  of  that  of  all  of  the  more  populous  states. 


This  year  again  all  65  of  the  entering  freshmen 
will  be  legal  residents  of  South  Dakota.  Contrary  to 
popular  belief,  however,  we  are  under  no  constraints 
to  accept  only  South  Dakota  residents,  being  com- 
mitted to  only  first  consider  every  valid  South  Da- 
kota application.  The  fact  that  for  three  successive 
years  our  student  population  has  been  composed  of 
South  Dakota  residents  reflects  in  some  degree  our 
measure  of  commitment  to  the  state  but  is  exag- 
gerated by  easier  requirements  for  residency  eligi- 
bility, a reflection  of  a number  of  supreme  court 
decisions  in  recent  years.  There  appears  to  be  a 
growing  feeling  on  the  part  of  Admissions  Com- 
mittee members  that  consideration  should  be  given 
to  some  nonresident  applications  in  the  future,  to 
provide  more  heterogeneity  within  our  class  as  well 
as  to  recognize  states  (such  as  Minnesota)  which 
continue  to  accept  a number  of  our  third  year  trans- 
fers. 

On  the  subject  of  transfers,  the  picture  remains 
cloudy  in  terms  of  prior  determination  of  avail- 
ability of  true  transfer  slots  for  those  of  our  students 
who  have  traditionally  elected  to  take  their  final 
two  years  of  medical  school  elsewhere.  This  year  the 
pressures  have  alleviated  somewhat,  probably  in  part 
a reflection  of  the  degree-granting  status  of  the 
“newly  converted”  medical  schools  in  Hawaii  and 
the  two  Dakotas  in  addition  to  Dartmouth.  However, 
the  pressures  to  accept  U.  S.  students  training 
abroad  and  in  Mexico — and  there  are  many  thou- 
sands of  these — are  intense,  and  many  state  schools 
are  now  compelled  to  select  these  students  in  pref- 
erence to  our  own  transfers. 

For  a number  of  reasons,  one  of  which  is  the 
uncertainty  regarding  future  transferability  of  our 
students,  the  faculty  will  be  undertaking  a study  this 
summer,  as  a part  of  a self-study  assessment  for  the 
accreditation  officials,  of  the  possibility  of  a rapid 
build-up  in  our  third  year  class  size,  possibly  even  to 
the  point  of  accommodating  all  or  most  of  our 
sophomore  students  within  the  next  year  or  two  into 
the  third  year  classes  here  in  South  Dakota.  This  is 
something  which  I personally  favor  although  admit 
to  having  undergone  a change  of  mind:  for  some 
time  I have  felt  that  a slow  and  gradual  buildup 
would  be  more  appropriate.  However,  for  a number 
of  reasons  including  those  stated  above,  plus  the  fact 
that  there  appears  to  be  an  increasing  uneasiness 
within  our  student  body  and  faculty  as  to  who  should 
transfer  and  who  should  remain  in  South  Dakota, 
I feel  that  we  should  now  consider  the  possibility 
of  a full  implementation  of  the  degree-granting 
program  with  65  students  per  class  upon  suc- 
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cessful  graduation  of  our  charter  M.D.  group 
this  next  spring.  Assurances  are  provided,  however, 
that  this  would  be  done  only  after  thorough  and 
prior  preparation  and  justification  on  the  part  of  the 
faculty,  and  agreement  on  the  part  of  the  accredita- 
tion officials. 

Paralleling  the  potential  increase  in  third  year 
class  size  looms  a problem  of  increasing  dimensions 
— that  of  student  loan  availability. 

During  the  academic  year  1975-76  a total  of  46 
applications  for  aid  were  processed  by  the  medical 
school  Financial  Aid  Committee.  Total  recommend- 
ed additional  financial  need  was  in  the  amount  of 
$96,000.  Approximately  $22,000  of  that  amount 
consisted  of  commitments  against  Medical  School 
Endowment  Association  resources.  That  figure  does 
not  include  aid  to  students  who  transferred  to  out- 
of-state  schools. 

The  outlook  for  this  next  academic  year  portends 
an  even  greater  amount  of  financial  need  by  our 
students,  particularly  due  to  the  increased  enroll- 
ment. We  are  certain  that  it  will  be  in  excess  of 
$100,000,  possibly  as  high  as  $120,000  to  $130,000. 
We  have  discovered  that  the  junior  and  senior  class- 
es require  substantially  greater  amounts  of  financial 
aid  per  applicant  than  the  freshmen  and  sopho- 
mores. For  example,  during  the  last  academic  year 
the  average  recommended  financial  need  per  appli- 
cant for  freshmen  and  sophomores  was  approximate- 
ly $1,700,  while  the  juniors  averaged  $3,400  per 
applicant. 

The  Medical  School  Endowment  Association  has 
been  a substantial  factor  in  our  current  and  future 
financial  aid  plans.  During  this  fiscal  year  the 
Endowment  Association  provided  over  $4,000  in 
matching  funds  for  the  Federal  Health  Professions 
Student  Loan  Program  above  and  beyond  the  direct 
loans  mentioned  earlier.  We  have  discussed  with 
Bob  Johnson  the  financial  drain  upon  the  Endow- 
ment Association  during  the  last  two  years.  The 
medical  school  staff  is  working  with  Bob  to  carefully 
plan  the  appropriate  use  of  Endowment  funds  for 
the  coming  academic  year  and  for  improved  methods 
of  cooperation  between  the  Endowment  Association 
and  medical  school  financial  aids  staff. 

Next  for  a minute  or  two  I would  like  to  mention 
several  newly  enacted  state  legislative  programs 
which  will  very  much  affect  our  future.  The  first 
of  these  is  Senate  Bill  230,  to  become  effective  on 
July  1,  1977.  I have  been  relatively  surprised  by 
what  would  appear  to  me  to  be  a small  amount  of 
discussion  with  regard  to  this  legislation:  it  will 
effect  sweeping  changes  on  our  students.  For  those 
of  you  who  may  not  be  familiar  with  this,  all  65  of 


the  students  in  the  entering  class  of  1977  will  have 
the  opportunity  to  receive  their  entire  medical  edu- 
cation tuition  free  here  in  South  Dakota  in  return 
for  practice  in  our  state  subsequent  to  completion 
of  residency  training.  This  “payback”  would  consist 
of  three  years  in  a “needy”  area  of  South  Dakota  or 
of  five  years  anywhere  in  the  state.  At  the  same 
time,  our  tuition  will  be  going  up  to  what  the  legis- 
lature defines  as  “one-third  of  the  true  cost  of  medi- 
cal education”  in  terms  of  state  dollars.  In  so  doing, 
we  anticipate  doubling  or  even  tripling  present  tu- 
ition from  about  $1,500  per  year  to  a range  of 
$3,500-4,000.  This  type  of  legislation,  seen  increas- 
ingly at  the  state  level,  as  well  as  proposed 
changes  in  national  health  manpower  training  bills, 
represents  a broad  new  effort  on  the  part  of  govern- 
ment to  invoke  social  change,  including  that  of 
physician  shortages  and  distribution,  at  the  educa- 
tional level.  I am  sympathetic  to  the  intent  of  this 
legislation  but  am  concerned  as  to  how  much  true 
social  change  can  be  effected  through  legislation  in 
educational  institutions  when  most  social  change  re- 
flects the  broader  external  factors  relating  to  ge- 
ography and  economics.  I echo  the  thoughts  of  Dean 
Robert  H.  Ebert  of  Harvard  Medical  School:  “There 
is  good  evidence  that  the  medical  curriculum  has 
only  marginal  influence  on  student  attitudes  or  their 
career  decisions,  which  are  much  more  likely  to  be 
shaped  by  outside  political,  economic,  and  social 
factors.”  I would  invite  each  of  you  to  read  care- 
fully Senate  Bill  230;  I solicit  your  comments  re- 
garding it. 

Another  piece  of  legislation  enacted  this  year,  of 
considerable  importance  to  the  future  of  medical  ed- 
ucation in  South  Dakota,  is  that  of  Senate  Bill  250 
which  appropriates  $100,000  this  coming  July  to 
provide  encouragement  and  assistance  for  the  devel- 
opment and  expansion  of  residency  programs  in  the 
four  primary  care  areas,  to  include  family  practice, 
internal  medicine,  pediatrics,  and  obstetrics/gyne- 
cology. Although  the  sum  of  money  is  relatively 
small,  representing  only  one-twelfth  that  of  the  1.2 
million  dollars  appropriated  for  the  biennium  by  the 
North  Dakota  legislature  a year  ago  for  the  same 
purpose,  it  represents  recognition  of  the  extensive 
roles  now  played  by  the  community  hospitals  in 
Sioux  Falls  and  Yankton  in  wholly  underwriting  the 
cost  of  graduate  medical  education  in  South  Dakota. 
These  communities  plus  Rapid  City  and  to  a small 
extent,  Aberdeen,  will  share  in  these  new  funds. 

In  my  previous  talks  before  this  group,  I have  in- 
dicated that  most  young  physicians  are  now  taking  a 
minimum  of  seven  years  of  formal  training  in  medi- 
cal education  before  practice.  I have  indicated  that 
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the  weakest  point  in  our  medical  education  program 
in  South  Dakota  has  been  that  of  graduate  medical 
education,  in  the  past  wholly  unsubsidized  through 
legislative  funding.  It  is  largely  to  the  credit  of  Dr. 
Richard  Friess  and  the  state  chapter  of  the  Academy 
of  Family  Practice  that  this  year  legislation  provid- 
ing for  entry  of  the  state  into  graduate  medical  edu- 
cation was  achieved.  The  future  success  of  the 
School  of  Medicine  in  training  and  retaining  physi- 
cians for  South  Dakota  may  very  well  depend  upon 
this  pioneering  legislation.  A state-wide,  five-man 
advisory  committee  to  my  office  (two  members 
appointed  by  the  SDSMA)  has  already  met  and 
made  recommendations  for  the  disbursement  of 
these  funds  to  support  residency  positions  for  gradu- 
ates of  the  medical  school  or  for  those  who  are  legal 
residents  of  our  state.  The  effect  of  this  legislation 
can  only  become  wide-sweeping,  linking  for  the  first 
time  undergraduate  and  graduate  medical  education 
in  South  Dakota. 

An  area  of  concern  with  regard  to  the  develop- 
ment of  new  residencies  is  the  need  for  increased 
integration  and  coordination  with  the  undergradu- 
ate programs  of  the  School  of  Medicine,  as  common 
resources  (faculty,  libraries,  equipment)  are  in- 
creasingly shared.  It  has  long  been  my  belief,  as 
well  as  that  of  others  in  medical  education  in  South 
Dakota,  that  quality  programs  of  medical  education 
in  our  state  could  only  be  further  developed  with  the 
foundation  of  a degree-granting  medical  school. 
Trends  indicate  that  graduate  medical  education  in 
the  future  will  become  increasingly  university-affili- 
ated although  in  our  case  widespread  use  of  com- 
munity hospitals  in  association  with  clinical  faculty 
and  full-time  university  faculty  will  best  provide  the 
base  for  this  form  of  education. 

Many  of  you  are  of  course  aware  that  in  South 
Dakota  there  are  now  only  approximately  20  first 
year  residency  slots.  These  would  provide  for  only 
about  one-half  of  our  graduating  class  in  medicine 
and  should  be  expanded.  It  is  not  the  intent  of  the 
School  of  Medicine  to  in  any  sense  control  graduate 
medical  education,  but  we  plead  for  a more  effective 
voice  in  sharing  the  educational  responsibilities  for 
these  programs.  I have  long  felt  that  a sponsoring 
group  of  the  teaching  hospitals  could  best  share  in 
collaborative  fashion  with  the  School  of  Medicine 
in  the  conduct  of  these  programs.  An  example  of 
such  a group,  already  in  existence  for  nearly  two 
years,  is  the  Council  of  Affiliated  Teaching  Hos- 
pitals (CATH)  in  which  the  medical  school  provides 
only  one  of  five  votes.  Expansion  of  this  group  to 
include  Rapid  City  Regional  Hospital,  newly  com- 
mitted to  graduate  medical  education  in  the  form  of 


the  development  for  years  II  and  III  of  the  family 
practice  residency,  would  add  significantly  to  this 
body. 

Rapid  City  and  its  Regional  Hospital  are  to  be 
congratulated  for  their  commitment  to  embark  upon 
graduate  medical  education  in  this  form.  We  pledge 
to  assist  with  resources  of  the  medical  school  in  any 
way  possible.  Although  support  will  have  to  be  large- 
ly of  an  indirect  nature,  the  sharing  of  our  resources 
for  undergraduate  and  graduate  medical  education  is 
already  closely  intertwined  with  sharing  of  faculty 
and  libraries.  Further  sharing  is  both  desirable  and 
inevitable. 

Since  so  many  of  our  graduates  next  year  will  of 
necessity  be  leaving  South  Dakota  to  continue  their 
medical  education  for  three  or  more  years  of  resi- 
dency training.  Dr.  Robert  Quinn  of  our  faculty  has 
assumed  the  responsiblity  for  counselling  our  senior 
students  and  working  with  them  in  their  applications 
and  securing  of  residency  positions  through  the  Na- 
tional Intern  and  Residency  Matching  Program 
(NIRMP). 

If  I might  change  to  a completely  new  subject,  I 
would  like  to  spend  a minute  or  two  discussing  a 
problem  which  has  confronted  our  school  and  which 
has  given  our  Medical  Association  no  small  amount 
of  watchful  concern.  This  is  that  of  the  shortage  of 
physicians  in  Vermillion,  the  parent  base  of  the  Uni- 
versity and  of  our  first  two  years  of  medical  school. 
I discussed  with  our  Council  on  April  24  the  prob- 
lem of  this  severe  doctor  shortage,  of  the  efforts  of 
the  “Vermillion  Physician  Recruitment  Committee” 
to  bring  in  new  physicians  (unsuccessful),  and  of 
the  eventual  involvement  of  the  medical  school  to 
assist  in  alleviating  this  major  problem  of  provision 
of  medical  services  to  both  the  community  and  to 
some  4200  full-time  students.  I mention  this  subject 
because  although  at  the  present  time  it  is  unresolved 
it  is  one  in  which  the  Executive  Committee  of  our 
association  has  become  involved. 

In  effect  we  have  proposed  (subject  to  approval 
by  the  Board  of  Regents)  that  the  medical  school 
provide  faculty  physicians  for  teaching  and  patient 
service  in  an  ambulatory  care  clinic  in  the  com- 
munity of  Vermillion.  The  model  proposed  is  identi- 
cal to  that  of  the  Family  Practice  Center  in  Sioux 
Falls  whereby  a non-profit  corporation  would  be  the 
sponsoring  agency.  This  corporation  just  as  in  the 
Family  Practice  Center  would  have  predominantly 
community,  lay  member  control  with  a smaller  input 
from  three  physicians  of  the  medical  school  faculty. 
Presently,  three  members  of  an  eleven  member 
board  would  be  medical  school  faculty  physicians. 
This  of  course  is  very  similar  to  that  of  the  Family 
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Practice  Center  in  Sioux  Falls.  The  potential  par- 
ticipation on  the  part  of  the  medical  school  is  un- 
resolved at  this  point,  and  is  wholly  subject  (as 
already  indicated)  to  approval  by  the  Board  of 
Regents. 

The  interest  in  the  medical  school  in  this  proposal 
stems  from  two  major  considerations.  First  of  all 
since  we  are  part  of  the  University  we  feel  some 
obligation  to  provide  health  services  to  the  student 
body  at  large  if  those  needs  are  unmet.  Secondly, 
because  the  University  is  very  much  a part  of  the 
Vermillion  community  at  large,  and  a strong  mutual 
interdependency  exists,  we  feel  no  small  obligation 
in  the  provision  of  health  care  since  all  previous 
efforts  to  alleviate  this  problem  have  been  unsuc- 
cessful. Thirdly,  our  concerns  are  not  all  altruistic. 
They  are  of  this  nature:  a certain  amount  of  physi- 
cian travel  is  necessary  in  teaching  physical  diagno- 
sis to  our  students  in  the  basic  science  years.  Phy- 
sician manpower  in  Yankton  and  Sioux  Falls  has 
been  drawn  upon  in  the  past,  usually  at  some  dis- 
comfort and  imposition  upon  the  practicing  physi- 
cians who  in  effect  have  had  to  leave  their  offices 
or  other  teaching  responsibilities  and  commute  to 
Vermillion  to  teach  clinical  medicine  in  a lecture 
hall  setting.  Also  our  students  have  been  compelled 
to  do  some  bussing  to  receive  any  bedside  clinical 
education  at  all  in  their  first  two  years.  This  has 
been  done  by  bussing  the  sophomore  class  to  Yank- 
ton on  Thursdays  for  the  entire  year  and  to  Sioux 
Falls  for  the  period  from  Christmas  on  for  Saturdays 
only.  Of  further  concern  is  the  fact  that  our  students 
receive  relatively  little  clinical  education  in  the  first 
two  years  of  medical  school  while  other  schools  pro- 
vided increasing  amounts  of  bedside  or  patient  con- 
tact. 

Parallel  to  this  is  the  concern  that  the  vast  amount 
of  our  clinical  education  is  now  provided  in  the 
medical  setting  of  the  hospitalized,  acutely-ill,  hori- 
zontal patient  while  in  true  primary  care  (for  which 
we  are  supposedly  training  our  students),  the  out- 
patient who  is  vertical  and  ambulatory  occupies  the 
greatest  amount  of  the  physician’s  time.  Such  care  is 
usually  the  most  economical  and  is  often  truly  com- 
prehensive, but  unless  our  students  can  be  taught 
early  and  effectively  to  concentrate  on  ambulatory 
care,  1 am  concerned  that  they  will  do  so.  If  we  are 
truly  a family  practice  and  primary  care  oriented 
medical  school,  it  seems  reasonable  that  we  “teach 
ambulatory  care  in  the  most  authentic  setting  possi- 
ble in  order  to  demonstrate  that  this  is  a discipline 
distinct  from  traditional  inpatient  care,  and  that  it 


John  G.  Freyman,  M.D.,  President,  National  Fund  for 
Medical  Education  News,  June,  1976. 


has  its  own  unique  intellectual  challenges  and  satis- 
faction”.* 

It  is  our  hope  that  resolution  of  the  above  prob- 
lem will  come  about  to  the  mutual  benefit  of  the 
Vermillion  and  University  community  as  well  as  to 
the  medical  school,  in  a model  concept  already  pro- 
vided by  the  Family  Practice  Center  in  Sioux 
Falls,  without  infringing  upon  the  practice  of  private 
fee-for-service  medicine,  the  traditional  mode  of 
health  care  delivery  in  our  part  of  the  country. 

This  past  year  has  been  an  interesting  and  excit- 
ing one  in  many  respects  for  the  School  of  Medi- 
cine. The  ensuing  year  should  be  equally  so.  By  the 
time  this  group  convenes  again  for  its  annual  meet- 
ing, it  is  my  hope  and  expectation  that  this  medical 
school  will  be  fully  funded  by  next  year’s  legislature, 
fully  accredited  as  a result  of  the  extensive  self- 
study  assessment  survey,  upcoming  accreditation  site 
visit  in  October,  and  accreditation  voting  by  the 
Liaison  Committee  on  Medical  Education  (LCME) 
next  winter,  and  that  we  will  have  graduated  our 
charter  class  of  new,  young  doctors  next  spring. 

The  graduation  ceremonies  will  take  place  on 
May  14.  Many  of  those  of  you  in  this  room  have 
done  much — and  often  made  great  sacrifices — in 
order  to  make  this  possible.  In  association  with  the 
graduation  we  are  already  planning  with  the  alumni 
association  and  its  president,  Dr.  Tracy,  for  exten- 
sive class  reunions.  It  will  mean  much  to  our  gradu- 
ating class  to  have  you  present.  You  are  all  cor- 
dially invited! 


MODERN  PRESS,  INC. 

A South  Dakota  Printer  interested  in  helping 
you  the  Physician  with  your  printing  needs. 
Please  contact  Modern  Press  if  you  need 
quality  letterheads,  envelopes,  business 
forms,  etc.  Call:  336-2377  or  Write: 

Modern  Press,  Inc. 

808  West  Avenue  North 
Sioux  Falls,  S.D.  57104 
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LABORATORY  AIDS 


IMMUNOELECTROPHORESIS 

Immunoelectrophoresis  is  a technique  by  which 
qualitative  examination  of  the  immune  globulins  is 
done.  There  are  three  main  immunoglobulins  that 
provide  humoral  defense  mechanisms  for  the  body. 
These  are  IgM,  IgG  and  IgA.  They  are  produced  by 
“B”  lymphocytes. 

IgM  is  the  immunoglobulin  which  is  the  first  line 
of  defense  to  any  antigen  with  which  the  patient  has 
not  previously  had  experience.  It  is  a primary  agent 
against  gram  negative  organisms  as  well  as  the  im- 
munoglobulin produced  in  excess  in  Waldenstrom’s 
macroglobulinemia. 

IgG  is  the  immunoglobulin  produced  by  means  of 
previous  experience  with  the  antigen.  This  may  rise 
to  extremely  high  titers  in  recurrent  infections.  This 
antibody  is  the  major  serum  defense  mechanism 
against  pyogenic  pathogens  such  as  staphylococcus 
and  streptococcus. 

IgA  is  the  antibody  “paint”  which  covers  mucosal 
surfaces,  the  bronchial  tree,  the  gastrointestinal  tract 
and  the  genital  region.  This  globulin  prevents  en- 
trance of  many  infectious  organisms  through  the 
mucosal  surface. 

Examination  of  a patient  for  a deficiency,  es- 
pecially in  a child,  is  best  done  by  quantitative 
determination  of  the  amounts  of  immunoglobulins 


PHYSICIAN  WANTED 

GP  needed  to  locate  in  Lake  Andes,  community 
of  1,000  located  in  southeastern  South  Dakota, 
six  miles  from  Fort  Randall  Dam  and  Lake 
Francis  Case.  Large  trade  area,  primarily  agricul- 
tural. 

Twelve  year  old  clinic  building  available  with 
offices  for  two  physicians.  Fifty-four  bed  nursing 
home  adjacent  to  the  clinic.  Two  hospitals  within 
thirty  minutes  of  community;  ambulance  service 
available. 

For  additional  information,  contact: 

Russell  J.  Stedronsky 
Lake  Andes,  SD  57356 
Business  Phone  (605)  487-7631 
Home  Phone  (605)  487-7494 


present.  This  determination  gives  the  physician  an 
assessment  of  the  presence  or  absence  of  significant 
hypogammaglobulinemia  or  dysgammaglobulinemia. 
Normal  values  vary  in  childhood  and  must  be  care- 
fully noted.  Quantitative  assessment  is  performed 
by  radial  immunodiffusion. 

In  adults,  both  the  quantitative  assessment  as  well 
as  immunoelectrophoresis  are  necessary  to  determine 
the  presence  of  an  abnormal  type  of  immunoglobu- 
lin. Immunoelectrophoresis  will  determine  the  pres- 
ence of  an  abnormal  protein  which  may  indicate 
myeloma,  Waldenstrom’s  macroglobulinemia,  or 
other  abnormality. 

Urinary  immunoelectrophoresis  is  indicated  to 
determine  whether  light  chain  (Bence-Jones)  disease 
is  present.  The  older  methods  for  determination  of 
Bence-Jones  protein  have  been  replaced  by  concen- 
tration of  the  urine  and  immunoelectrophoresis.  In 
one  form  of  multiple  myeloma  only  this  fragment  of 
the  antibody  is  produced  and  all  other  immunoglob- 
ulins are  depressed.  The  urinary  electrophoresis 
for  light  chains  may  be  the  only  test  for  confirming 
this  entity. 

Serum  and  urine  immunoelectrophoresis  should 
be  used  together  with  appropriate  other  studies  of 
the  evaluation  of  monoclonal  gammopathy  such  as 
seen  in  myeloma.  Bone  marrow  examination,  x-ray 
examination  of  bones  and  bone  scanning  may  be 
indicated  to  determine  the  presence  or  absence  of 
bony  lesions. 

Durward  M.  Lang,  M.D. 


FAMILY  PRACTITIONER 
WANTED 

Two  family  physicians  with  large  hos- 
pital practice  wish  third  associate  who 
is  board  eligible  to  join  busy  family 
practice.  Located  in  Waterloo,  Iowa,  a 
northeast  Iowa  community  of  75,000. 
All  records  dictated  on  the  Problem 
Orientated  Medical  Records  System. 

Contact:  Ronald  R.  Roth,  M.D. 
and 

Ronald  D.  Flory,  M.D. 

61 1 Black’s  Bldg. 

Waterloo,  IA  50703 


This  Is  Your 


Medical  Association 


Jose  Michieli,  M.D.,  Watertown, 
was  elected  to  fellowship  in  the 
American  Academy  of  Pediatrics 
at  a recent  meeting  of  the  AAP 
Executive  Board  in  Evanston,  Il- 
linois. 

* * * * 

Paterno  Albano,  M.D.  and 
Chang-chyi  Tseng,  M.D.,  both 

anesthesiologists,  have  estab- 
lished their  practice  in  Aberdeen 
in  association  with  Dakota  Mid- 
land Hospital.  Dr.  Albano  is  a 
graduate  of  the  University  of 
Santo  Tomas,  Philippines,  served 
his  residency  at  the  University  of 
Pennsylvania  at  Philadelphia,  and 
worked  in  cancer  research  at  the 
Roswell  Park  Memorial  Institute, 
Buffalo,  New  York.  Dr.  Tseng  is 
a graduate  of  the  National  De- 
fense Medical  Center  in  Taiwan. 
He  served  his  residency  at  Mil- 
lard Fillmore  Hospital,  Buffalo, 
New  York. 

* * * * 

C.  Rodney  Stoltz,  M.  D.,  Water- 
town,  was  elected  president  of 
the  South  Dakota  Division  of  the 
American  Cancer  Society  at  a 
meeting  of  its  Board  of  Directors 
in  Sioux  Falls.  Byford  Anderson, 
M.  D.,  Lead,  was  elected  vice 
president. 

* * * * 

William  J.  Howard,  M.D.,  Rapid 
City,  has  been  appointed  to  fill 
an  unexpired  term  on  the  Board 
of  Directors  of  the  South  Dakota 
Lung  Association. 


Two  physicians  have  joined  the 
State  Health  Department.  They 
are  Robert  Chloupek,  M.  D.,  an 
Army  consultant  on  communi- 
cable diseases,  who  is  heading 
the  Office  of  Medical  Services. 
He  will  be  assisted  by  Stanley 
Graven,  M.  D.,  who  was  with  the 
University  of  Wisconsin  Depart- 
ment of  Pediatrics.  Both  men  also 
will  be  consultants  to  the  USD 
Medical  School. 

Alfred  Hartmann,  M.D.,  has 

been  appointed  director  of  med- 
ical education  at  McKennan  Hos- 
pital in  Sioux  Falls.  In  addition, 
he  will  continue  his  duties  as  co- 
director of  the  clinical  laboratory 
at  McKennan  where  he  has 
served  since  1974. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


James  P.  Steele,  M.D.,  Yankton, 
spent  three  weeks  in  Saudi  Arabia 
at  the  invitation  of  that  country’s 
health  ministry  along  with  Mi- 
chael DeBakey,  M.D.,  Houston, 
Texas,  in  an  effort  to  evaluate 
the  country’s  medical  facilities. 

* * * * 

Larry  Sittner,  M.  D.,  Sioux  Falls, 
spoke  at  the  Sioux  Falls  Chapter 
Juvenile  Diabetes  Foundation 
meeting.  He  serves  as  a member 
of  the  medical  advisory  board 
along  with  Thomas  Aceto,  M.  D., 
Sioux  Falls. 

:jc  ^ 


James  H.  Hoskins,  M.  D.,  77,  a 

Sioux  Falls  physician,  died  while 
vacationing  in  Minnesota.  He 
was  a graduate  of  the  University 
of  Illinois  Medical  School  and 
practiced  in  Rolla,  Bismarck  and 
Wahpeton,  North  Dakota.  Dur- 
ing World  War  II  he  commanded 
a hospital  in  India  and  upon  his 
return  he  completed  a urology 
residency  at  the  University  of 
Minnesota.  He  served  as  head 
of  the  Urology  Department  of 
the  V.A.  Hospital  in  Des  Moines 
before  coming  to  Sioux  Falls  in 
1950.  Dr.  Hoskins  was  professor 
emeritus  of  urology  at  the  USD 
Medical  School  and  he  was  an 
honorary  member  of  the  Seventh 
District,  State  and  American 
Medical  Associations.  He  is  sur- 
vived by  his  widow;  one  son, 
Dr.  John  Hoskins  of  Sioux  Falls; 
one  daughter,  Mrs.  Marian 
Brown,  West  Des  Moines,  Iowa, 
and  seven  grandchildren. 
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From  Lilly/Dista  Research 

NALFON 

fenoprofen  calcium 

300-mg.*  Pulvules 


j_pDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


^Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


eooia 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenc 
and/or  severity  of  grand  mal  seizures  ma 
require  increased  dosage  of  standard  ant 
convulsant  medication;  abrupt  withdraws 
may  be  associated  with  temporary  in- 
crease in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuanci 
(convulsions,  tremor,  abdominal  and  mui 
cle  cramps,  vomiting  and  sweating).  Keei 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Valium® 

(diazepam)  ^ 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Future  Meetings 


December 

Postgraduate  Conf.  on  Ob-Gyn,  U.  of 

Iowa,  Iowa  City,  IA,  Dec.  1-2. 
AMA  and  AFP  credits.  Contact: 
Off.  of  Con.  Med.  Ed.,  285  Med 
Labs,  U.  of  Iowa,  Iowa  City,  IA 
52242. 

Respiratory  Failure  Workshop,  Louis 
B.  Mayer  Aud.,  USC  Health  Sci- 
ences Campus,  Los  Angeles,  CA, 
Dec.  2-3.  21  hrs.  AMA  credits. 
Contact:  Assoc.  Dean,  USC  School 
of  Med.,  Postgrad.  Div.,  2025 
Zonal  Ave.,  Los  Angeles,  CA 
90033. 

Cardiac  and  Respiratory  Disease  Con- 
ference, U.  of  la..  Coll,  of  Med., 
Iowa  City,  IA,  Dec.  3.  AMA  & 
AAFP  credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for 
Con.  Med.  Ed.,  U.  of  Iowa,  Coll, 
of  Med.,  Iowa  City,  IA  52242. 

AMA  Medical  Services  Conference, 

Ballroom  A.,  Philadelphia  Civic 
Center,  Philadelphia,  PA,  Dec.  4. 
3 hrs.  Category  I credits.  Info: 
AMA,  535  N.  Dearborn,  Chicago, 
IL  60610. 

Cardiology  Today,  U.  of  la.,  Coll,  of 
Med.,  Iowa  City,  IA,  Dec.  6-9. 
AMA  & AAFP  credits.  Contact: 
Richard  Caplan,  M.D.,  Assoc.  Dean 


for  Con.  Med.  Ed.,  U.  of  Iowa, 
Coll,  of  Med.,  Iowa  City,  IA  52242. 

January 

Ophthalmology  Clinical  Conference, 

U.  of  la..  Coll,  of  Med.,  Iowa  City, 
IA,  Jan.  5.  AMA  & AAFP  credits. 
Contact:  Richard  Caplan,  M.D., 

Assoc.  Dean  for  Con.  Med.  Ed., 
U.  of  Iowa,  Coll,  of  Med.,  Iowa 
City,  IA  52242. 

The  Second  Mid-Winter  Virgin  Islands 
Clinical  Conference,  Buccaneer 
Hotel,  St.  Croix  by  the  Sea  Hotel, 
Virgin  Islands,  Jan.  13-15.  14  hrs. 
Category  I AMA  credits.  Contact: 
James  S.  Glenn,  M.D.,  US  Virgin 
Islands  Med.  Society,  P.O.  Box  520, 
Christiansted,  St.  Croix,  US  Virgin 
Islands  00820. 

20th  Annual  Cardiac  Symposium, 

Am.  Heart  Assoc.,  AZ  Affiliate, 
Mountain  Shadows  Resort  Hotel, 
Scottsdale,  AZ,  Jan.  21-22.  12  hrs. 
AAFP  credits.  Tuition:  $60.  Con- 
tact: Am.  Heart  Assoc.,  AZ  Affili- 
ate, 1445  E.  Thomas  Rd.,  Phoenix, 
AZ  85014. 

1977  Practice  Management  and  Eco- 
nomic Seminar,  American  Profes- 
sional Practice  Association,  St.  Mo- 
ritz, Switzerland,  Jan.  21-29.  Con- 
tact: Am.  Prof.  Prac.  Assoc.,  292 
Madison  Ave.,  New  York,  NY 
10017. 


Cardiology  Today,  U.  of  Iowa,  Iowa 
City,  IA,  Jan.  24-27.  32  hrs.  AMA 
and  AFP  credits.  Tuition:  $200. 
Contact:  Carl  W.  White,  M.D., 
Dept,  of  Internal  Med.,  NT1018 
U.  Hosp.,  Iowa  City,  IA  52242. 

Mayo  Foundation  Outreach  Seminar, 
Pediatric  Infectious  Diseases,  Mc- 
Lennan Hosp.  Aud.,  Sioux  Falls, 
SD,  Jan.  28-29.  Category  I credits. 
Contact:  Med.  Ed.  Off.,  McLen- 
nan Hosp.,  Sioux  Falls,  SD  57101. 

Hypertension,  Louis  B.  Mayer  Aud., 
USC  Health  Sciences  Campus,  Los 
Angeles,  CA,  Jan.  29.  7 hrs.  AMA 
credits.  Contact:  Assoc.  Dean,  USC 
School  of  Med.,  Postgrad.  Div., 
2025  Zonal  Ave.,  Los  Angeles,  CA 
90033. 


February 

Black  Hills  Winter  Seminar,  Holiday 
Inn,  Spearfish,  SD,  Feb.  3-5.  15 
hrs.  prescribed  AAFP  credits.  Con- 
tact: L.  H.  Amundson,  M.D.,  3001 
S.  Holly,  Sioux  Falls,  SD  57105. 

Supercourse,  three-part  course  on  re- 
spiratory care,  pulmonary  function 
and  pulmonary  pediatrics,  New  Or- 
leans, LA,  Feb.  7-11.  AMA  & 
AAFP  Category  I credits.  Contact: 
SD  Lung  Assoc.,  Room  510,  100 
N.  Phillips,  Sioux  Falls,  SD  57102. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


NINE  YEAR  OLD  GIRL  WITH  SWELLING  ON  JOINTS 

FOR  FOUR  MONTHS 


John  F.  Mitchell,  M.D.,  FCAP* 

Discusser 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist — Editor 


Case  No.  675945 

This  was  the  first  Sioux  Valley  Hospital  admission  for  a 
9-year-old  Caucasian  female  with  the  chief  complaint  of 
bumps  on  the  joints. 

The  patient  had  normal  development  until  approximately 
four  months  prior  to  admission  when  she  developed  painless 
swellings  which  were  firm  and  nontender  over  the  knees  and 
knuckles.  Following  a superficial  perineal  burn  from  scald- 
ing tea,  the  patient  developed  a swinging  type  of  gait.  This 
was,  at  first,  thought  to  be  secondary  to  the  bum.  The 
nodules  grew  larger  and  spread  to  other  joints,  including  the 
elbow.  In  addition,  the  patient  had  increasing  difficulty 
moving  the  left  elbow  to  full  extension.  Full  extension 
caused  severe  pain.  There  was  no  arthralgia,  arthritis,  or 
muscle  soreness.  The  joints  or  bones  were  never  described 
as  painful  but  were  slightly  tender.  She  seemed  to  have  in- 
creasing fatigability  and  loss  of  strength  with  severe  weak- 
ness in  the  face  and  hands.  Sometimes  the  fingers  became 
red,  but  there  was  no  history  of  Raynaud’s  phenomenon. 
There  was  no  dysphagia.  She  had  had  no  operations  or 
other  hospitalizations.  There  was  no  other  significant 
history. 

PHYSICAL  EXAM:  Thin,  active  child  in  no  acute  distress. 
Temperature  99.2°F,  pulse  108/min.  and  regular,  res- 
pirations 24/min.  and  regular.  Blood  pressure  114  systolic, 
and  58  diastolic,  weight  28.6  kilograms,  and  height  56'/i 
inches.  Examination  of  the  head  and  neck  showed  slight 
palpable  adenopathy  in  the  high  anterior  neck  near  the 
angle  of  the  jaw.  The  temperomandibular  joints  were  nor- 
mal. The  eyes,  ears,  nose,  and  throat  were  unremarkable, 
except  for  a small  papilloma  in  the  posterior  pillar  of  the 
oral  pharynx.  The  breasts  were  negative.  The  lungs  were 
clear  to  auscultation  and  percussion.  The  heart  had  a nor- 
mal rhythm  with  a normal  S-l  and  split  S-2,  but  no  extra 
sounds  or  murmurs  were  detected.  The  abdomen  revealed 
no  palpable  organs  or  masses.  There  was  a healed  perineal 


* Practicing  Pediatrician,  Omaha,  Nebraska. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T!2  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of  Health 
U.S.  Public  Health  Service. 


burn.  The  rectal  examination  was  unremarkable.  The  ex- 
ternal genitalia  were  unremarkable.  There  was  some  ques- 
tionable decreased  range  of  motion  in  the  right  scapula,  but 
all  other  joints  showed  normal  motion  except  for  the  left 
elbow,  which  had  30°  lack  of  extension  of  the  joint.  Full 
flexion  was  obtained.  There  were  prominent  hard  pro- 
tuberances which  were  mildly  tender  along  the  lateral  aspect 
of  the  right  ulna  and  over  the  metacarpal  and  phalangeal 
joint  regions.  There  was  increased  redness  of  all  digits  and 
the  skin  over  the  fingertips  was  tense  and  firm.  There  were 
1 cm  firm  nodules  over  the  elbows,  knuckles,  wrists,  knees, 
ankles,  and  bony  prominences  of  the  spine.  Those  nodules 
had  whitish  color  to  them  when  the  overlying  skin  was 
stretched.  They  appeared  fixed  to  subcutaneous  structures 
and  moved  with  them  rather  than  the  skin.  There  was 
violaceous  discoloration  of  the  skin  in  these  regions.  There 
were  telangiectatic  capillary  loops  in  the  posterior  nail  beds. 
There  was  no  facial  edema,  heliotrope  coloration  about  the 
eyes  or  muscle  tenderness.  The  neurological  exam  revealed 
no  abnormalities.  Ophthalmologic  examination  including 
slit  lamp  exam  was  normal. 

LABORATORY  DATA:  Urinalysis:  clear,  yellow,  specific 
gravity  1.023,  pH  7.0,  trace  of  protein;  negative  for  glucose, 
ketone  bodies,  hemoglobin;  sediment  8-10  wbc/hpf;  0-2 
rbc/hpf.  Hemoglobin  is  11.4  gms/dl,  red  blood  count  3.96 
million/mm:i,  hematocrit  34  vols/dl,  mean  corpuscular 
hemoglobin  28  micromicrograms,  mean  corpuscular  volume 
82  cubic  micra,  mean  corpuscular  hemoglobin  concentration 
34%.  Total  leukocyte  count  5,800/mm;i  with  a differential 
of  70%  segmented  neutrophils,  1%  neutrophilic  bands,  6% 
eosinophils,  22%  lymphocytes,  1%  monocytes.  The  red  cells 
showed  slight  anisocytosis,  but  were  normochromic.  The 
platelets  were  normal  in  number  (276,000/mm3)  and 
morphology.  Sedimentation  rate  60  mm/hr.  Zetacrit  71% 
(normal  40-55%).  A latex  fixation  test  for  rheumatoid 
arthritis  was  positive.  Alkaline  phosphatase,  aspartate  amin- 
otransferase (SGOT),  total  bilirubin,  calcium,  inorganic 
phosphorus,  glucose,  blood  urea  nitrogen,  creatinine,  uric 
acid,  and  cholesterol  were  within  normal  limits.  Total  pro- 
tein was  8.7  gms/dl  (normal  S.5-8.3  gms/dl).  Serum  electro- 
phoresis revealed  4.2  gms/dl  albumin,  0.1  gms/dl  alpha  I 
globulin,  0.8  gms/dl  alpha  II  globulin,  0.8  gms/dl  beta 
globulin  and  2.8  gms/dl  gamma  globulin.  The  globulin 
showed  a polyclonal  broad  based  increase.  Lactic  dehydro- 
genase was  308  I units/L  (normal  0-270  I units/L).  A 
serologic  test  for  syphilis  was  nonreactive.  A fluorescent 


NOVEMBER  1976 


7 


antinuclear  antibody  test  (FANA)  showed  a speckled  pat- 
tern and  was  positive  to  a titer  of  1:80.  Aldolase  was  26  si 
units/d!  (normal  3-12  si  units/ dl),  creatine  phosphokinase  84 
units/dl  (normal  10-120  units/dl),  creatinine  clearance  64 
ml/min  (normal  105-126  ml/min).  Uric  acid  in  24-hour 
urine  was  142  mg/24  hr  (normal).  PPD  skin  test  was  non- 
reactive at  48  hours. 

X-rays  of  the  joints  showed  some  osteoporosis  and  mild 
bony  resorption  was  seen  in  the  terminal  phalanges.  A 
chest  film  showed  a slightly  hazy  appearing  right  hilar 
shadow,  but  was  otherwise  unremarkable.  An  esophogram 
was  negative.  Pulmonary  function  studies  revealed  a de- 
creased vital  capacity  (80%  of  normal),  an  increased  forced 
expiratory  volume  and  decreased  maximal  voluntary  venti- 
lation (79%  of  predicted),  with  no  bronchodilator  response. 
These  findings  suggested  mild  restrictive  lung  disease.  An 
electromyogram  revealed  low  voltage  polyphasic  units  with 
slightly  decreased  interference  pattern  compatible  with  a 
myopathy. 

The  patient  had  a biopsy  on  the  fourth  hospital  day. 

DR.  MITCHELL:  A chance  to  discuss  a case  like 
this  is  both  a humbling  and  a challenging  experience. 
There  are  certain  significant  points. 

The  patient  is  a 9-year-old  girl  who  is  somewhat 
small  for  her  age  and  who  has  been  sick  for  about 
four  months.  She  has  nodules  increasing  in  size  on 
the  knees,  hands,  and  toes.  They  are  described  as 
fixed  to  the  underlying  tissue,  hard  and  tender,  with 
a violaceous  color.  When  stretched,  they  become 
somewhat  white  and  they  had  increased  in  size  and 
number  over  a four  month  period.  During  this  time 
muscular  weakness  appeared  with  a swinging  type 
of  gait.  She  seemed  to  tire  easily.  Weakness  of  the 
face  and  the  hands  was  present.  There  was  de- 
creased range  of  motion  in  the  left  elbow  and, 
perhaps,  the  right  scapula.  Skin  changes  were  noted 
with  increased  redness  of  all  areas  where  the  skin 
was  tense  and  firm.  The  rash  is  described  as 
violaceous  and  in  the  fingernail  beds  were  dilated 
capillary  loops.  A mild  hypertension  was  present. 

In  the  laboratory  data  the  urine  examination  was 
largely  negative.  8-10  wbc/hpf  were  reported  in  the 
sediment.  This  is  slightly  elevated  but  1 am  not  sure 
I would  pay  much  attention  to  it  unless  there  were 
several  abnormal  specimens.  There  was  a mild  eosin- 
ophilia  of  6%. 

The  latex  fixation  test  was  positive.  This  test  is  a 
measure  of  antibodies  against  gamma  globulin.  In 
the  usual  technique,  latex  particles  are  coated  with 
gamma  globulin  and  mixed  with  the  patient’s  serum. 
If  there  are  antibodies  against  gamma  globulin,  ag- 
glutination is  noted.  There  are  a number  of  modi- 
fications of  this  test,  one  is  called  the  Torrigiani 
test  which  is  much  more  specific.  This  measures  anti- 
bodies in  the  IgA,  IgM,  and  IgG  fractions  of  the 
immunoglobulins.  The  latex  fixation  test  is  often 
positive  in  rheumatoid  arthritis  but  may  also  be 
positive  in  other  diseases. 


A second  interesting  finding  is  the  hypergamma-  . 
globulinemia  on  electrophoresis  described  as  a poly- 
clonal rise  in  the  gamma  globulins.  This  suggests  that 
the  IgA,  IgM,  and  IgG  fractions  were  all  increased. 

There  was  a positive  fluorescent  antinuclear  anti- 
body test  (FANA).  This  test  is  accomplished  by 
obtaining  nuclear  material  from  a variety  of  sources 
including  thymus,  spleen  or  white  cells,  etc.  This  is 
mixed  with  the  patient's  serum  on  a slide.  The 
serum  is  then  washed  off  and  antinuclear  antibody 
which  fixes  to  the  nuclei  will  remain.  Then  added 
to  the  slide  is  an  antigamma  globulin  antibody 
produced  after  injection  of  human  gamma  globulin 
into  rabbits.  The  rabbit  antigamma  globulin  is 
labeled  with  fluorescein.  If  the  nuclei  have  gamma 
globulin  (antinuclear  antibody)  attached  to  them, 
the  fluorescent  antibody  will  attach  to  the  gamma 
globulin  on  the  cells  giving  the  cells  a characteristic 
fluorescent  appearance  in  the  presence  of  antinuclear 
antibodies.  The  test  tends  to  be  positive  in  many 
connective  tissue  diseases,  particularly  lupus 
erythematosus  (LE)  where  it  is  positive  in  about 
98%  of  the  cases.  Positive  tests  may  also  be  found 
in  other  connective  tissue  diseases  including  rheuma- 
toid arthritis,  scleroderma  (50%  of  the  cases)  and 
dermatomyositis  (10%  of  the  cases). 

There  are  a number  of  tests  which  indicate  de- 
generation of  muscle  and  it  is  important  to  determine 
in  this  case  whether  there  is  primarily  muscle  or 
nervous  system  disease.  One  test  elevated  in  muscle 
damage  is  the  lactic  dehydrogenase.  This  activity  in 
the  serum  is  really  composed  of  five  different 
enzymes.  Lactic  dehydrogenase  type  I is  elevated 
usually  in  heart  muscle  damage.  Type  V is  more 
often  seen  in  liver  disease  or  skeletal  muscle  disease. 
The  breakdown  of  these  isoenzymes  is  not  given,  1 
but  simple  elevation  of  lactic  dehydrogenase  suggests 
that  there  may  be  skeletal  muscle  involvement. 

The  aldolase  is  also  elevated  as  expected  in  muscle 
disease.  The  creatine  phosphokinase  (CPK)  is  re- 
ported as  normal,  however,  and  its  elevation  is 
usually  present  in  skeletal  muscle  disease.  An  elec- 
tromyogram was  done  and  suggests  skeletal  muscle 
disease. 

One  test  of  renal  function  is  abnormal,  a de- 
creased creatinine  clearance.  This  is  not  easy  to 
interpret  in  this  case  because  there  can  be  distortion 
of  the  creatine  to  creatinine  ratio  in  the  urine  in 
muscle  disease  and  this  might  have  influenced  the 
interpretation  of  this  test  in  this  patient.  We  will 
therefore,  have  to  consider  the  creatinine  clearance 
to  be  interesting  but  perhaps  less  helpful  than  it 
might  be  in  other  cases. 

Finally,  there  are  some  pulmonary  abnormalities. 
There  is  hazy  density  in  the  right  helium  and 
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evidence  of  decreased  ventilation  on  the  pulmonary 
function  studies.  The  latter  could  certainly  be  due  to 
primary  pulmonary  parenchymal  disease  but  could 
also  be  secondary  to  weakness  in  the  muscles  of 
respiration  with  restriction  of  ventilation.  Neverthe- 
less, she  does  not  ventilate  as  well  as  most  children 
her  age.  We  then  have  a child  with  a rash,  sub- 
cutaneous nodules,  and  progressive  muscle  weak- 
ness. I would  like  to  see  the  x-rays  at  this  point. 


Figure  1 

Mottling  and  irregularity  of  distal  phalanges. 

*DR.  LEE  LARSEN:  On  the  chest  film  haziness  is 
described.  I think  this  could  be  just  increased  vascu- 
lar markings.  There  is  no  evidence  of  mediastinal 
adenopathy.  Both  lung  fields  are  clear.  There  is  no 
abnormality  in  the  ribs  or  heart.  An  esophagogram 
is  also  negative.  X-rays  of  the  elbow  show  slight 
osteoporosis.  The  views  of  the  knees  show  minimal 
osteoporosis  about  the  region  of  the  medial  condyle. 
With  the  bright  light  you  can  detect  slight  fluid 
accumulations  in  the  knee  joints.  Particularly  inter- 
esting are  x-rays  of  the  hands  which  show  bony 
resorption  in  the  distal  phalanges.  This  is  most 
marked  in  the  middle  finger  on  the  right.  There  is 
slight  osteoporosis  of  the  wrists.  I see  no  other 
abnormality  (Fig.  1).  Several  clinical  entities  can 
give  resorption  of  the  bone  of  the  distal  phalanges. 
Vascular  abnormalities  or  neurotrophic  abnormali- 
ties, inflammatory  or  metabolic  disease,  trauma, 
frost  bite,  electrical  injury,  or  collagen  disease  like 
scleroderma  all  could  produce  this  picture.  Hyper- 
parathyroidism could  give  resorption  of  the  distal 
phalanges  but  there  is  usually  subperiosteal  resorp- 
tion as  well.  This  disease  can  also  give  resorption 
of  the  distal  end  of  the  tibia  and/or  proximal  end 
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of  the  clavicle.  These  changes  are  not  present. 
Psoriasis  could  produce  resorption  of  the  tufts  of  the 
phalanges  but  there  is  usually  widening  and  destruc- 
tive changes  of  the  distal  interphalangeal  joints.  It 
would  be  unusual  for  diabetes  mellitus  to  produce 
disease  like  this  in  this  age  group.  Pulmonary  hy- 
pertrophic osteoarthropathy  could  produce  resorp- 
tive  changes  but  there  is  no  evidence  of  clubbing  of 
the  fingertips  as  I would  expect.  Epidermolysis 
bullosa  would  be  associated  with  vesicles  and  these 
were  not  present.  Polyvinyl  chloride  exposure  has 
been  reported  to  give  resorption  of  the  distal 
phalanges.  My  choice  in  this  case  would  be  that  the 
changes  in  this  case  are  secondary  to  collagen 
disease  such  as  scleroderma. 

**DR.  WARREN  ANDERSON:  How  often  would 
you  expect  to  see  an  elevated  aldolase  in  the  pres- 
ence of  a normal  creatine  phosphokinase? 

DR.  MITCHELL:  This  is  disturbing  as  creatine 
phosphokinase  usually  does  become  elevated  in 
myositis. 

I now  must  discuss  the  differential  diagnosis.  I 
think  I have  reached  the  fundamental  decision  that 
the  patient  has  polymyositis.  There  are  a number 
of  syndromes  associated  with  this.  Polymyositis  and 
dermatomyositis  are  now  considered  to  be  the  same 
disease,  one  associated  with  a rash  and  the  other 
not  associated  with  a rash.  Bohan  and  Peter1  in  the 
New  England  Journal  wrote  an  exhaustive  review 
of  these  entities.  They  included  five  diagnostic 
criteria  in  making  the  diagnosis  of  polymyositis. 
These  included  progressive  muscle  weakness,  usual- 
ly involving  the  proximal  muscles  of  the  hip  and 
shoulder.  There  is  some  evidence  of  that  type  of 
weakness  with  a swinging  abnormal  gait  in  this  case. 
There  is  additional  weakness,  however,  but  this  may 
have  been  due  to  skin  changes  causing  stiffening  of 
the  skin.  This  was  obviously  true  of  her  hands.  The 
second  diagnostic  criteria  was  an  abnormal  muscle 
biopsy.  We  will  wait  for  that.  The  third  diagnostic 
criteria  was  elevation  of  the  muscle  enzymes.  In  this 
case,  the  lactic  dehydrogenase  and  aldolase  are 
elevated  but  the  transaminase  and  the  creatine 
phosphokinase  are  not.  There  is  a suggestion  that 
there  is  muscle  damage.  The  fourth  diagnostic  point 
was  an  abnormal  electromyogram.  This  is  present 
in  this  case.  The  fifth  diagnostic  point  was  a rash. 
This  rash  is  usually  described  as  being  over  the 
eyelids  with  a heliotrope  (reddish  violet)  discolora- 
tion. There  can  also  be  a rash  over  the  hands  and 
feet.  There  was  no  heliotrope  discoloration  over 
the  eyelids  but  there  were  changes  over  the  hands. 
Bohan  and  Peter  say  you  have  to  have  three  of  the 
five  criteria  to  make  a diagnosis  of  polymyositis  and 
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four  out  of  five  (adding  rash)  to  make  the  diagnosis 
of  dermatomyositis.  The  rash  is  not  present  and  we 
do  not  have  the  results  of  the  muscle  biopsy  but  the 
other  three  criteria  are  present  and  I will  make  the 
diagnosis  of  polymyositis,  and  perhaps  dermatomyo- 
sitis. Both  of  these  clinical  entities  above  can  be 
associated  with  other  diseases.  One  of  these  is 
scleroderma  which  may  or  may  not  have  skin  mani- 
festations. When  skin  manifestations  are  present,  the 
skin  is  tight  and  hide-bound;  this  is,  you  cannot  lift 
the  skin  from  the  subcutaneous  tissue.  There  are 
often  widespread  subcutaneous  calcifications. 

We  should  mention  the  nodules.  They  are  not 
particularly  associated  with  scleroderma,  polymyo- 
sitis or  dermatomyositis,  unless  there  is  subcutaneous 
calcification.  I did  not  see  any  calcification  in  the 
x-ray  in  this  case.  Rheumatoid  arthritis  may  have 
nodules.  Erythema  nodosum  has  nodules,  but  these 
are  usually  on  the  anterior  legs.  Scleroderma  may 
be  associated  with  nodules  occasionally  and  the 
bony  changes  are  described  in  this  case.  Pulmonary 
changes  also  occur  in  scleroderma. 

Vasculitis  may  be  associated  with  polymyositis. 
We  have  no  real  evidence  of  vasculitis  here  except 
for  the  capillary  loops  in  the  fingernails.  This  finding 
previously  used  to  be  considered  diagnostic  of 
polymyositis  but  this  is  no  longer  felt  to  be  true. 
There  is  a mild  eosinophilia  which  occurs  in  peri- 
arteritis nodosa  and  can  be  associated  with  polymyo- 
sitis. The  elevated  gamma  globulin  is  not  particularly 
part  of  polymyositis  but  is  more  common  with 
scleroderma.  Another  entity  which  can  be  seen  with 
polymyositis  is  lupus  erythematosus.  The  patient  had 
a positive  fluorescent  antinuclear  antibody  test  which 
is  common  in  lupus  but  there  is  no  mention  of  an 
LE  cell  preparation. 

An  interesting  point  is  the  mention  of  the  speckled 
pattern  on  the  fluorescent  antinuclear  antibody  test. 
In  lupus  there  is  usually  a peripheral  pattern  when 
the  disease  is  active  or  a homogeneous  pattern 
when  the  disease  is  relatively  quiescent.  Polymyositis 
or  dermatomyositis  may  show  the  speckled  pattern. 

Sarcoidosis  can  involve  the  muscle  and  be  asso- 
ciated with  the  vasculitis.  However,  this  diagnosis 
is  not  high  on  the  list.  An  embarrassing  diagnosis 
to  miss  would  be  trichinosis.  In  this  disease,  perior- 
bital edema,  myositis,  and  eosinophilia  are  seen  as 
well  as  muscle  weakness.  There  was  no  history  of 
ingestion  of  pork  in  this  case.  There  was  also  no 
history  of  eating  homemade  sausage  or  bear  meat. 
The  eosinophil  count  was  not  as  high  as  you  usually 


* First  year  resident  in  Family  and  Community  Medicine, 
Sioux  Valley  Hospital,  Sioux  Falls,  SD. 


find  in  trichinosis. 

There  is  an  entity  called  McArdle’s  syndrome. 
There  is  an  autosommal  recessive  transmitted  form 
of  myopathy  which  is  brought  on  by  exercise.  There 
is  pain  and  tenderness  of  muscle  but  most  of  the 
cases  have  been  seen  in  adults  rather  than  in 
children. 

Postinfectious  myositis  must  always  be  considered 
by  pediatricians.  Myositis  may  follow  either  rubella 
or  rubella  vaccination.  Echo  virus  may  also  be  asso- 
ciated with  myositis.  We  have  had  a recent  outbreak 
of  this. 

I still  have  to  come  back  to  dermatomyositis  or 
polymyositis  as  my  first  choice  and  should  consider 
the  classifications  of  diseases  in  this  group.  Bohan 
and  Peter  make  a classification  of  five  different 
types.  This  is  fortunate  since  one  can  fit  many 
entities  into  this  classification.  The  first  is  pure 
polymyositis.  The  second  is  polymyositis  associated 
with  skin  changes  or  dermatomyositis.  The  third  is 
polymyositis  associated  with  neoplasia.  This  is  main- 
ly a disease  of  adults  rather  than  children.  One 
study  in  adults  estimated  that  78%  of  cases  of 
polymyositis  were  associated  with  malignancy  in 
adults  but  other  studies  have  shown  that  it  is  only 
20%  or  30% . The  fourth  type  is  childhood  polymyo- 
sitis associated  with  vasculitis.  Our  case  is  a child 
and  there  is  evidence  of  polymyositis  and  perhaps 
vasculitis.  The  fifth  category  is  a mixed  type  with 
polymyositis  or  dermatomyositis  combined  with  other 
manifestations  of  collagen  disease.  I will  choose  this 
fifth  category. 

DR.  MITCHELL’S  DIAGNOSES 

Polymyositis  or  Dermatomyositis,  Combined 
With  Other  Manifestations  of  Collagen  Disease 

I might  add  before  the  pathologist  gives  the 
diagnosis  that  steroid  therapy  would  be  indicated. 
There  are  no  controlled  studies  showing  that  steroids 
are  definitely  effective  but  there  is  considerable 
clinical  impression  that  they  are  quite  useful  in  the 
treatment  of  polymyositis.  Immunosuppressive 
therapy  has  been  used  in  a steroid-resistant  group  of 
polymyositis. 

DR.  HOWARD  SAYLOR  (third  year  medical  stu- 
dent): How  much  faith  do  you  put  in  the  finding 
of  a speckled  pattern  on  the  fluorescent  antinuclear 
antibody  test? 

DR.  MITCHELL:  I think  it  is  another  one  of  the 
factors  that  leads  one  to  think  of  polymyositis. 

*DR.  BOYD  WICKIZER:  One  of  the  medical  stu- 
dents suggested  the  performance  of  an  extractible 
nuclear  antigen  test.  What  do  you  think  of  this? 

DR.  MITCHELL:  There  is  an  antibody  to  a 
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ribonucleoprotein  which  is  supposed  to  be  more 
specific  for  a mixed  type  of  collagen  disease  but 
most  laboratories  don’t  do  it.  This  entity  could  fit 
our  case  very  well. 

DR.  BARLOW:  We  did  order  this  test.  As  you 
say,  it  is  not  done  in  most  laboratories  and  we  had 
to  send  serum  to  Dr.  Sharp’s  laboratory  in  Columbia, 
Missouri,  but  have  not  received  the  results  as  yet. 

We  have  some  tissue  biopsy  specimens.  I am  not 
sure  I can  give  you  all  the  answers.  Sections  through 
one  of  the  nodules  described  shows  definite  collagen 
degeneration  but  this  is  not  a typical  rheumatoid 
nodule.  It  is  certainly  suggestive  of  some  sort  of  col- 
lagen disease.  A more  interesting  finding  is  within 
the  muscle.  We  did  not  find  any  polymyositis.  This 
might  be  because  a single  biopsy  might  not  have 
been  productive  of  an  area  showing  polymyositis 
which  can  be  a very  patchy  disease.  In  this  slide 
(Fig.  2)  there  is  a vasculitis  that  is  manifested  by 
a small  vessel  which  is  surrounded  by  lymphocytes 
and  histiocytes  and  has  definite  inflammatory  cells 
within  the  wall.  There  is  no  necrosis  of  the  vessel. 
Inflammatory  cells  extend  into  the  surrounding 
muscle  but  this  is  not  the  picture  of  typical  chronic 
polymyositis.  The  presence  of  vaculitis  can  be  noted, 
as  was  indicated  by  Dr.  Mitchell,  in  polymyositis 
seen  in  children. 


Figure  2 

Small  vessel  in  skeletal  muscle  biopsy  showing  infiltrate  of 
chronic  inflammatory  cells  in  and  around  vessel  wall. 


DR.  MITCHELL:  Was  the  biopsy  site  selected  by 
an  abnormal  muscle  area  on  the  electromyogram? 


* Pediatrician,  Sioux  Valley  Hospital  and  Central  Plains 
Clinic,  Sioux  Falls,  SD;  Clinical  Faculty,  School  of 
Medicine,  The  University  of  South  Dakota. 

**  Chairman,  Department  of  Pediatrics,  School  of  Medi- 
cine, The  University  of  South  Dakota. 
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*DR.  RICHARD  HOSEN:  No,  it  was  selected  so 
that  a nodule  and  muscle  could  be  obtained  in  the 
same  biopsy. 

I am  not  sure  I can  come  to  a specific  diagnosis 
but  the  patient  certainly  has  some  form  of  collagen 
disease.  Even  if  we  obtain  a high  titer  of  the  ex- 
tractible  nuclear  antigen,  this  may  be  present  in 
other  diseases  besides  mixed  connective  tissue 
disease. 

DR.  MITCHELL:  I think  it  is  possible  that  if  the 
electromyogram  had  been  used  to  select  an  affected 
muscle  with  abnormal  potential,  biopsy  might  more 
likely  have  shown  polymyositis. 

**DR.  TOM  ACETO:  This  was  your  case,  Dr. 
Hosen,  what  was  the  response  to  therapy? 

DR.  HOSEN:  I thought  the  case  represented  a 
mixed  connective  tissue  disease.  The  patient  re- 
sponded to  prednisone  with  loss  of  joint  tenderness, 
increased  weight  gain  and  improved  strength.  The 
nodules  seemed  to  literally  melt  away.  A sedimenta- 
tion rate  was  reported  in  the  office  as  7 mm/hr.  I 
found  this  hard  to  believe.  The  patient  is  eating 
well  and  looks  well.  She  did  develop  a tachycardia 
and  a grade  I apical  systolic  murmur.  Because  she 
looked  so  well,  I reduced  the  steroids.  I think  this 
was  a mistake,  because  that  evening  she  developed 
palpitations  and  sweats.  She  never  did  have  any 
diagnostic  electrocardiographic  changes,  except  for 
inversion  of  the  T wave  in  lead  III.  I felt  she 
probably  had  a myocarditis  but  this  is  not  described 
very  frequently  in  mixed  connective  tissue  disease. 
The  patient  is  now  on  alternate  day  steroids  and 
has  mild  Cushing  effects.  She  is  doing  quite  well. 
***DR.  WARREN  ANDERSON:  How  are  you  fol- 
lowing the  patient? 

One  method  is  to  follow  the  patient’s  serum 
enzymes  and  not  reduce  the  steroids  until  they  be- 
come normal. 

DR.  HOSEN:  I followed  the  patient  clinically  but 
feel  she  must  have  myocarditis. 

DR.  BARLOW:  I would  like  to  make  mention  of 
mixed  connective  tissue  disease.  This  has  been  de- 
scribed as  a combination  of  the  features  of  lupus 
erythematosus,  scleroderma,  and  polymyositis.  Renal 
disease  is  rare  and  there  is  a good  response  to 
steroids.  Speckled  pattern  on  the  fluorescent  anti- 
nuclear antibody  test  is  characteristic.  I be- 
lieve several  of  these  features  were  present  in  this  case. 
This  disease  also  shows  a high  extractible  nuclear 
antigen  titer  as  has  been  mentioned.  This  can  be 
seen  in  a variety  of  diseases  including  lupus  erythe- 
matosus. In  that  disease,  some  authors  feel  that  it 
indicates  mild  disease  and  is  associated  with  low 
activity  and  the  absence  of  renal  disease.  In  con- 
trast, the  anti-native  DNA  (desoxyribonucleo- 
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protein)  is  associated  with  renal  disease  and  with 
activity  in  lupus  erythematosus.  Lastly,  I would  like 
to  mention  that  the  fluorescent  antinuclear  test 
(FANA)  is  much  more  helpful  when  it  is  negative 
as  this  tends  to  rule  out  lupus  erythematosus  and 
make  other  collagen  diseases  less  likely.  There  are 
many  patients  who  have  a positive  fluorescent  anti- 
nuclear antibody  test  but  have  no  definite  disease. 
If  the  titer  is  high,  collagen  disease  is  more  likely. 
Also  therapy  can  be  monitored  by  changes  in  FANA 
titer. 

DR.  ACETO:  I think  it  may  be  true  in  adults  that 
positive  FANA  tests  occur  frequently.  Flowever,  in 
children  positive  FANA  tests  are  more  indicative 
of  some  disease  process  such  as  collagen  disease. 

FINAL  DIAGNOSES 

MIXED  CONNECTIVE  TISSUE  DISEASE  WITH 
PROBABLE  POLYMYOSITIS 

Addendum — After  the  case  discussion,  a report 
form  Dr.  Gordon  Sharp’s  laboratories,  Columbia, 
MO  gave  a titer  to  ENA  (extractable  nuclear  anti- 
gen), of  over  1 to  10,000.  This  would  tend  to  con- 
firm the  diagnosis  of  mixed  connective  tissue  disease. 


1.  Bohan,  A and  Peter,  JB,  Polymyositis  and  dermatomyosi- 
tis.  NEJM,  292:7,  Parts  I & II,  pp  344-347,  403-407, 
Feb.,  1975. 

2.  Sharp,  GC,  et  al.  Mixed  connective  tissue  disease — an 
apparently  distinct  rheumatic  disease  syndrome  associ- 
ated with  a specific  antibody  to  an  extractable  nuclear 
antigen  (ENA).  Am  J Med,  Vol.  52,  pp  148-158,  Feb., 
1972. 

3.  Sharp,  GC,  et  al,  Association  of  autoantibodies  to  dif- 
ferent nuclear  antigens  with  clinical  patterns  of  rheu- 
matic disease  and  responsiveness  to  therapy.  J of  Clin 
Invest,  Vol.  50,  pp  350-358,  1971. 

4.  Sharp,  GC,  Clinical  and  laboratory  characteristics  of 
patients  with  antibodies  to  ribonucleoprotein  (RNP) 
component  of  extractable  nuclear  antigen  (ENA).  Arth- 
ritis and  Rheumatism,  16:4,  July-Aug.,  1974. 

5.  Thompson,  DM,  Mixed  connective  tissue  disease.  Proc. 
Roy  Soc  Med,  Vol.  67,  pp  26-28,  Jan.,  1974. 

6.  Goel,  KM,  et  al.  Autoantibodies  in  childhood  connective 
tissue  diseases  and  in  normal  children.  Archives  of  Dis 
of  Child,  Vol.  50,  pp  419-422,  Nov.,  1974. 

7.  Husain,  M,  et  al,  Antinuclear  antibodies.  Clinical  signi- 
ficance of  titers  and  fluorescent  patterns.  Am  J Clin  Path, 
Vol.  61,  pp  59-65,  Jan.,  1974. 

8.  Palmer,  DF,  Cavenaugh,  EL,  Serology.  ASCP,  1975. 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 

Sioux  Falls,  SD  57105 

PUTTING  PEOPLE  IN  MOTION 
with  AMERICAN  STAIRGLIDE  products 


Porchlift 

Easy-Lift  Chair 


Stairway-Elevator 

Phone  us  toll  free 
for  more  information 
1-800-952-3968 


12 


SOUTH  DAKOTA 


As  my  year  as  President  progresses  and  my  involvement  on  the  State  level  increases,  1 am  becoming 
more  aware  of  the  rapidly  increasing  work  load  of  our  State  office  in  Sioux  Falls.  The  following  is  a brief 
resume  of  the  many  projects  and  functions: 


1.  Association: 

1.  Dues,  billing 

2.  Journal  of  Medicine 

3.  Grab  Bag 

4.  Mailing  services 

5.  Placement  list 

6.  Routine  correspondence 

a.  requests  for  information 

7.  Annual  meeting 

8.  All  council  and  commission  meetings 

9.  Executive  Committee,  Grievance  Com- 
mittee, RVS  Committee,  Continuing 
Medical  Education  Committee,  Malprac- 
tice Committees 

10.  Legislative  activities 

11.  Public  relations  — related  meetings  & 
speaking  arrangements 

12.  District  meetings 

13.  Business  management 

14.  Mailings  for  districts 

15.  Officer  assistance 

2.  Specialty  Society  Assistance 

1.  AAFP  — Black  Hills  Seminars  & annual 
meeting 

2.  College  of  Surgeons  — dues  billing  and 
meeting  notices 

3.  SoDaPac 


4.  Medical  Assistants  Society  — mailings 

5.  Internal  Medicine  Society  — request  for 
administrative  aid 

3.  Endowment  Association 

1.  Alumni  mailing  list 

2.  Loan  records  & notices 

3.  Board  of  Directors  meetings 

4.  Accounting 

5.  Solicitation  and  acknowledgements  of 
donations  & memorials 

6.  Alumni  news  notes 

4.  Board  of  Medical  Examiners 

1.  Meetings 

2.  Examinations 

3.  Correspondence 

4.  Reciprocity 

5.  Accounting 

6.  Renewals 

7.  Medical  corporations 

8.  Physician  assistants 

9.  Physical  therapists 

10.  Reporting  to  Department  of  Commerce 
& Consumer  Affairs 

1 1.  Temporary  permits  and  locum  tenens 

5.  Foundation  for  Medical  Care 


We  are  also  closely  involved  with  upcoming  State  Legislation  and  become  involved  in  January  with 
active  participation  in  lobbying  for  the  bills  which  involve  the  state’s  medical  profession.  I feel  that  we  have 
kept  all  members  well  informed  on  state  legislation,  as  well  as  national,  such  as  PSRO,  HSA,  Talmadge  Bill, 
Health  Manpower  Act,  to  mention  a few. 

I am  continually  amazed  at  National  meetings,  how  much  we  are  on  a par  with  the  large  associations, 
such  as  New  York,  California  and  Illinois.  We  intend  to  continue  this  complete  coverage  to  all  members,  but 
we  must  honestly  consider  some  expansion  in  the  near  future.  A complete  staff,  such  as  we  have,  cannot  be 
trained  overnight.  This  will  involve  increased  costs,  but  I feel  our  investment  has  been  sound.  It  is  my 
firm  conviction  that  we  all  want  this  progressive  action  to  continue. 

Fraternally, 
F.  D.  LEIGH,  M.D. 

President 

South  Dakota  State  Medical  Association 
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Sponsored  by  the  South  Dakota  Society  of  Pathologists 

INDICATIONS  FOR  BONE  SCANNING 


Radionuclide  imaging  of  bone  has  been  utilized 
in  clinical  medicine  for  many  years,  with  such 
radioactive  agents  as  Strontium  and  Fluorine.  Un- 
acceptable half-lives  resulting  in  excess  patient 
radiation  dosage,  and  radiation  decay  energies  which 
made  the  isotopes  difficult  to  image,  limited  the  use- 
fulness of  this  procedure.  The  advent  of  the 
phosphate  scanning  agents  which  could  be  tagged 
with  Technetium  99m  overcame  many  of  the  objec- 
tions of  these  earlier  substances,  and  has  greatly 
expanded  the  use  and  usefulness  of  bone  images. 

Phosphate  scanning  agents  are  deposited  in  bone, 
probably  in  the  water  matrix  surrounding  the  hy- 
droxyapatite crystal.  Reactive  processes  in  bone  due 
to  trauma,  infection  or  tumor  increase  the  deposi- 
tion of  the  isotope  and  appear  as  “hot  spots”  in  the 
bone  image.  The  material  is  injected  intravenously, 
and  a period  of  3 to  4 hours  allowed  for  deposit 
of  the  isotope  in  bone,  and  clearance  of  excess  ma- 
terial from  the  blood  stream  through  the  kidneys. 
The  patient  may  then  be  imaged  either  with  a rec- 
tilinear scanner,  or  with  a gamma  camera. 

Areas  of  active  bone  metabolism  show  an  in- 
creased deposition  of  isotopic  material.  An  increase 
of  approximately  5%  in  activity  is  sufficient  to  give 
a positive  image.  This  results  in  great  sensitivity, 
allowing  visualization  of  some  lesions  6-9  months 
before  they  become  radiographically  evident.  A 50% 
increase  or  a 50%  decrease  in  the  amount  of  calcium 
present  in  the  bone  is  necessary  before  many  lesions 
can  be  demonstrated  radiographically. 

Bone  scans  will  be  positive  in  infections,  trauma 
and  in  both  primary  and  secondary  tumor  of  bone. 
While  a differential  diagnosis  of  an  individual  lesion 
cannot  always  be  made,  most  disorders  have  a char- 
acteristic distribution  pattern  which  allows  fairly 
specific  diagnosis.  Characteristic  patterns  of  deposi- 
tion also  occur  in  the  joints  which  allow  the 
diagnosis  of  many  of  the  arthritides. 

While  bone  scanning  had  widespread  application, 
the  most  beneficial  use  of  this  technique  is  in  the 
evaluation  of  patients  with  malignant  diseases.  Many 
institutions  recommend  a preoperative  bone  scan  to 
assess  operability  for  malignancy,  particularly  in 
breast  carcinoma  patients.  Scans  should  be  used 
post-operativcly  to  assess  the  patient  for  metastasis. 
There  is  no  general  agreement  on  any  definite  sched- 
ule of  times  for  repeat  scans.  There  is  agreement, 
however,  that  any  patient  with  malignancy  should 
have  a scan  if  there  is  bone  pain.  Total  body  scans 
are  essential  to  fully  evaluate  these  patients. 

Loyd  R.  Wagner,  M.D. 


LIBRIUM8 

(chlordiazepoxideHCI) 

5 mg, 10  mg,  25  mg  capsules 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
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Once  a diagnosis  of  “amyothrophic  lateral  sclero- 
sis,” “malignant  glioma,”  “necrotizing  myelopathy,” 
or  more  frequent  “grade  V cardiac  decompensation,” 
irreversible  uremia,”  “far  advanced  diabetes,”  “crip- 
pling arthritis,”  is  established,  the  automatic  ques- 
tion is  “What  can  one  do  to  help  this  patient?”. 
Young  medical  people  who  are  asked  this  question 
are  stupified  as  by  no  other  question.  And  it  is 
damning  evidence  of  the  misdirection  of  medical 
education  over  the  past  fifty  years.  The  Art  of 
Medicine,  the  compiled  human  method  by  which 
one  human  tries  to  help  another  who  has  serious 
physical  illness  is  given  no  time  in  the  era  of 
“scientific  medical  education.”  Six  to  twelve  years  of 
training  is  devoted  to  teaching  the  delusion  of 
“science.”  “Solving  the  problem”  is  really  all  there 
is  to  medicine  and  infers  that  “what  one  does”  is 
then  merely  a “reflex  miracle”  found  in  any  good 
therapeutic  text.  The  lack  of  validity  of  this  infer- 
ence becomes  apparent  shortly  after  “hanging  out 
one’s  shingle.”  It  is  then  that  one  realizes  “it’s  fun 
being  a scientific  god  but  how  come  you  didn’t 
teach  me  how  to  do  the  miracles?”.  It  then  dawns, 
“I’m  trained  to  be  a scientist  with  no  scientific 
tools,  to  practice  an  art  with  no  training  to  be  an 
artist,  and  they  wonder  why  I can't  remain  a “prac- 
titioner of  medicine.”  “I  must  go  back  to  become  a 
“viewer  of  pictures,”  a “tester  of  urine,”  a “medical 
plumber  or  carpenter”  or  yes,  “a  talker  with  raised 
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percussion  hammer,”  after  twelve  years  I don’t  know 
how  to  be  a practitioner.  What  is  it  that  is  not 
taught  which  should  have  been  the  real  training? 

What  is  the  answer  then  to  the  question  to  “What 
can  be  done  to  help  this  patient?”.  The  answer  is 
simple,  one  known  to  the  medical  men  from  the 
beginning,  “You  can  help  every  patient  who  comes 
to  you  in  many  ways  even  though  you  seldom  have 
tools  to  change  the  pathology  from  which  he  suf- 
fers. It  could  be  learned  by  meeting,  watching,  and 
being  taught  by  that  “LMD,”  that  you  heard  of  but 
never  met. 

Recognize  early  that  what  is  happening  to  the 
patient  is  far  more  important  than  the  diagnostic 
label,  a dying  person  carrying  five  “benign”  labels 
from  “experts”  still  dies.  The  onset  and  course 
gives  you  the  pattern  which  determines  how  and 
what  type  help  is  needed.  A patient  who  is  “im- 
proving” gets  miraculous  results  from  your  “care.” 
Those  who  are  “progressing,”  get  only  the  benefit 
of  your  “care  and  trying” — which  is  often  significant 
benefit. 

Knowing  or  having  a “label,”  a diagnosis,  benefits 
those  with  progressive  disease  only  in  so  far  as  the 
Artists  of  Medicine  who  preceded  you  have  com- 
piled many  ways  of  “trying  to  help” — all  of  which 
are  available  to  you,  with  the  exception  of  those 
which  do  damage.  A very  few  of  these  “therapies,” 
antibiotics,  aseptic  surgery,  immunization,  respira- 
tors, “pacemakers”  occasionally  give  pathology  a 
“bit  of  a tussle”  but  don’t  become  frustrated  when 
there  is  no  “magic  wand”  and  you  are  forced  back 
to  “your  art,”  for  it  is  “Medicine” — even  today. 
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Thu  serious  medical  problems  which  humans  de- 
velop for  which  they  seek  help  are  many  but  the 
deficits  are  few  in  number.  Those  which  challenge 
one’s  art  most  seriously  are  ones  which  impair  1 ) 
thought  processes,  2)  ambulation,  3)  self  care  (use 
of  hands),  4)  communication,  5)  sphincter  con- 
trol, and  6)  pain. 

And  often  times,  the  tools  of  the  Art  of  Medicine 
are  unbelievable  simplex,  and  because  of  it  the  newly 
graduated  medic  is  hesitant  to  deal  with  such  human 
“common”  methods.  The  recognition  that  mental  de- 
ficit requires  trained  personnel  for  its  adequate  care 
is  often  overlooked.  Difficulty  in  ambulation  is  often 
denied  by  the  medic  by  continued  attempts  at  re- 
training to  the  detriment  of  all,  whereas,  assistance 
in  ambulation  by  wheel  or  crutch  is  realistic.  Re- 
spiratory and  bulbar  dysfunctions  are  often  over- 
looked. The  family  watches  the  patient  “choke  to 
death’’  with  each  meal  but  not  the  doctor.  Simple 
mechanical  openings  in  the  stomach  produce 
miraculous  change  which  takes  anxiety  from  the 
eyes  of  these  choking  patients  with  bulbar  palsies. 

Communication  deficits,  often  agonizing  to  pa- 
tients and  families  become  tolerable  when  a phy- 
sician informs  the  family  that  aphasia  is  from  a 
“brain  lesion’’  and  not  a manifestation  of  hostility, 
malingering,  or  “insanity.” 

The  recognition  that  sphincter  control  produces  a 
hostile  environment  for  those  who  soil  themselves  is 
“art.”  Forcing  other  “untrained  family  members”  to 
bathe  and  clean  up  urine  and  feces  brings  down  wrath 
on  many  patients  which  goes  unnoticed,  and  your 
patient  deteriorates.  In  an  environment  that  recog- 
nizes the  nursing  need  and  is  trained  to  handle  it, 
the  patient  again  thrives. 

The  methods  by  which  the  Art  of  Medicine  bene- 
fits the  human  who  has  disease  involves  therapeutic 
resources  far  removed  from  the  “pill  and  the  po- 
tion.” The  three  major  resources  a physician  has 
available  for  care  of  his  patients  are  1)  family, 
2)  financial,  and  3)  environmental  resources. 

The  adroit  evaluation  and  handling  of  family  re- 
sources for  the  care  and  benefit  of  impaired  patients 
is  many  faceted  and  often  unbelievably  beneficial. 
Finding  interested,  compassionate,  family  members 
with  time  and  good  health  to  give  a disabled  patient 
the  kindness  and  care  required  benefits  the  patient. 
If  the  demands  on  a family  member  is  excessive 
and  hard  to  endure,  resentment  is  normal  and  the 
patient’s  condition  deteriorates.  The  need  for  physi- 
cian recognition  of  this  fact  and  involvement  to  re- 
vise the  family  resources  has  been  a main  stay  of  the 
Art  of  Medicine  for  centuries. 

The  recognition  of  the  role  of  financial  resources 
in  providing  benefits  to  patients  with  progressive 


disease  or  severe  debility  has  complexities,  but  they  i 
are  medical  “tools”— -more  accessible  than  “trans- 
plant.” Recognizing  the  available  resources  and 
planning  medical  recommendations  within  the  limi- 
tations of  those  resources  is  extremely  important. 
Utilizing  excessive  funds  which  deprives  the  family 
of  their  share  results  in  no  benefit  to  the  patient. 
Recommending  extravagant  and  unrewarding  evalu- 
ations, therapies,  and  rehabilitation  which  drains  all 
financial  resources  is  detrimental  to  the  medical 
health  of  that  patient.  Often  times  “extravagant” 
use  of  funds  for  short-term  malignant  course  be- 
comes realistic  whereas  a miserly  course  in  a long- 
term care  case  is  realistic  and  beneficial.  Concern 
with  such  mundane  data  is  often  your  most  potent 
“medical  tool.” 

In  pursuing  the  Art  of  Medicine,  it  is  wise  to 
recognize  that  in  our  paternalistic  society  financial 
support  of  the  ill  and  disabled  is  becoming  more 
adequate  though  still  meager  and  often  provides 
you  with  the  “best  medicine”  for  your  patient.  A 
liberal  budget  with  a few  luxuries  for  his  family  can 
bring  a smile  and  a weight  gain  to  a disabled  man 
and  to  overlook  available  environmental  financial 
resources  in  his  care  situation  is  tantamount  to  mal- 
practice. The  knowledge  that  his  family  has  “money 
to  live  quite  normally”  is  far  more  beneficial  than  all 
the  “happy  pills”  in  our  over  abundant  psycho- 
pharmacopeia. 

The  physician  practicing  this  art  may  with  good 
conscience  and  with  personal  reward  become  a “pill 
pusher”  when  he  realizes  that  “dispensing  medi- 
cine” and  “adjustment  dosages”  permits  him  close 
observation  and  following  of  the  patient  with  illness. 
This  is  his  method  of  “trying  to  help”  but  more  im- 
portant his  way  of  following  the  success  or  failure 
of  his  utilization  of  non-medical  resources.  The  per- 
sistence and  desire  to  help  a fellow  human  who  is 
sick  by  simple  kind  human  ways  is  good  medicine 
for  both  physician  and  patient,  the  human  garb  of 
the  “practitioner  of  the  Art”  is  more  comfortable 
than  the  robes  and  crown  of  a “scientific  god.” 

Treatment  consideration  of  major  neurological 
disorders,  not  the  receipt  type  found  in  therapeutic 
texts,  will  be  discussed  in  future  papers. 
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The  effect  of  a prognosis  of  death,  and  of  the  various 
perceptions  of  that  prognosis  on  the  doctor-patient  relation- 
ship, is  currently  of  great  interest  to  medical  practitioners 
and  medical  educators  alike.  The  research  of  Clazer  and 
Strauss  have  shown  that  differences  in  behavior  can  be  ex- 
plained by  the  Context  of  Awareness  in  which  a doc- 
tor-patient interaction  takes  place.  They  have,  further- 
more, established  that  in  most  cases  a Context  of  Open 
Awareness  produces  the  best  situation  from  the  patient’s 
point  of  view. 

The  doctor-patient  relationships  observed  in  this  study 
were  classified  according  to  the  criteria  developed  by  Szasz 
and  Hollender  as  Equal  and  Unequal.  The  Awareness  Con- 
texts within  which  those  relationships  took  place  were  classi- 
fied according  to  the  criteria  of  Glazer  and  Strauss  as  Open, 
Mutual  Pretense,  Suspicion,  and  Closed.  Fifteen  dying  pa- 
tients were  observed  in  a total  of  32  relationships. 

Four  individual  cases,  typical  of  the  processes  observed, 
are  reported.  In  general,  Equal  relationships,  established 
prior  to  a patient  being  labeled  dying,  were  found  to  lead  to 
Open  Awareness  Context,  while  Unequal  relationships  led 
to  Closed  or  Suspicion  Contexts.  These  contexts,  in  turn, 
were  associated  with  changes  in  the  relationships;  most  such 
changes  were  in  the  direction  of  greater  equality'. 

Given  the  benefits  for  the  dying  patient  of  an  Open  Con- 
text of  Awareness,  the  earliest  establishment  of  an  Equal 
doctor-patient  relationship  seems  indicated. 


INTRODUCTION 

The  effect  of  a prognosis  of  death,  and  of  the 
various  perceptions  of  that  prognosis  on  the  doctor- 
patient  relationship,  is  currently  of  great  interest  to 
medical  practitioners  and  medical  educators  alike. 
“Death  Education,”  which  only  a few  years  ago  was 
a rarity,  is  now  included  in  the  curriculum  of  most 
medical  schools,  and  is  being  offered  in  many  col- 
leges as  well.  Perhaps  the  best  known  name  in  the 
field  is  that  of  Elizabeth  Kubler-Ross.  She  describes 
some  medical  staff  as  responding  to  terminal  pa- 
tients with  such  attitudes  as  discomfort,  annoyance, 
hostility,  denial,  anger,  defensiveness,  helplessness, 
and  flight  (Kubler-Ross,  1969). 

Glazer  and  Strauss  (1965)  have  added  to  our 
understanding  by  their  development  of  the  concept 
of  the  Awareness  Context.  Their  research  shows  that 
differences  in  behavior  can  be  explained  by  the  Con- 
text of  Awareness  in  which  an  interaction  takes 
place.  They  have  isolated  four  conceptually  distinct 
categories  of  the  Awareness  Context,  as  follows; 

Elsewhere,  Glazer  and  Strauss  (1968)  have  spe- 
cified how  a single  element  of  the  dying  process, 
that  of  the  Expected  Trajectory  of  dying,  explains 
differences  in  relationships  which  are  observable 
within  the  terminal  patient  category.  The  expected 
trajectory  may  be  “quick”  or  “lingering,”  with  com- 
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munication  in  the  form  of  Open  Awareness  en- 
hanced by  the  latter. 

Under  ordinary  circumstances,  both  doctor  and 
patient  may  be  supposed  to  have  as  their  goal  the 
improvement  and/or  recovery  of  the  patient.  The 
tacit  agreement  on  which  their  relationship  is  based 
and  for  which  it  exists  is: 

Doctor:  I'll  give  you  cure  or  improvement, 

and  you  give  me  the  satisfaction  of 
success,  and  a chance  to  practice 
medicine. 

Patient:  I'll  do  what  you  say  and  you  give  me 

cure  or  improvement. 

When  cure  or  improvement  are  impossible,  the 
“coin”  of  the  agreement  is  substantially  altered,  and 
alterations  in  outcomes  may  be  hypothesized.  To  the 
dying  patient,  the  doctor  offers  care  and  relief  from 
pain,  but  he  may  no  longer  offer  cure  or  meaningful 
improvement.  The  patient  may  still  afford  the  doc- 
tor an  opportunity  for  success  and  learning  (al- 
though one  may  doubt  whether  most  patients  are 
aware  of  this),  and  perhaps  the  promise  to  die 
gracefully  and  without  recrimination,  although  he 
may  no  longer  offer  the  satisfaction  of  success. 

The  patient's  awareness  of  his  prognosis  here  be- 
comes crucial.  The  unaware  patient  may  attempt  to 
maintain  a relationship  in  its  previously  established 
style  and  be  baffled  by  altered  behaviors  and  atti- 
tudes on  the  part  of  his  doctor.  The  aware  patient 
may  be  conscious  of  the  doctor’s  helplessness  as 
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.•ell  as  of  his  own,  and  may  attempt  to  renegotiate 
the  relationship  accordingly.  Time,  both  the  expect- 
ed and  the  actual  trajectory  of  the  dying  process, 
will  also  influence  the  outcome. 

THE  PRESENT  STUDY 

The  research  reported  here  was  part  of  a larger 
study  into  the  nature  of  doctor-patient  relationships 
in  a teaching  hospital.*  The  doctor-patient  relation- 
ships observed  in  this  study  were  classified  according 
to  the  criteria  developed  by  Szasz  and  Hollender 
(1956).  Relationships  were  categorized  Mutual  Par- 
ticipation, Guidance-Cooperation,  or  Activity-Pas- 
sivity according  to  those  criteria.  Mutual  Participa- 
tion and  Guidance-Cooperation  relationships  were 
collapsed  into  a single  category  labeled  Equal  Re- 
lationships. Relationships  coded  Activity-Passivity 
were  labeled  Unequal  Relationships.  The  following 
hypotheses  were  generated. 

1.  In  general,  Open  Awareness  and  Mutual 
Pretense  will  tend  to  be  associated  with 
Equal  relationships;  Closed  Awareness  and 
Suspicion  will  tend  to  be  associated  with 
Unequal  relationships. 

2.  Any  alteration  in  a relationship  after  a 
prognosis  of  death  has  been  established  will 
be  in  the  direction  of  greater  equality;  any 
alteration  in  context  will  be  in  the  direction 
of  openness,  and  these  alterations  will  be 
more  common  when  a lingering  trajectory  is 
expected. 

These  hypotheses  were  based  on  a general  pre- 
diction of  increased  equality  in  the  relationship 
when  the  patient  is  dying.  This  prediction  was  predi- 
cated on  the  decreased  power  of  the  doctor,  and  on 
the  premise  that  a change  in  the  direction  of  greater 
equality  is  more  easily  accomplished. 

Relationships  were  coded  both  before,  and  after, 
prognosis  was  established,  with  the  final  coding  done 
as  close  to  the  end  of  the  patient’s  hospital  stay  as 
possible.  The  contexts  were  coded  for  each  doctor- 
patient  dyad  as  close  to  the  end  of  the  patient’s 
hospital  stay  as  possible. 

ANALYSIS  OF  FINDINGS 

Fifteen  dying  patients  were  observed  during  the 
course  of  the  research.  (Comatose  patients,  or  those 
otherwise  incapable  of  sustaining  a relationship, 
were  not  included  in  the  study.)  They  were  involved 
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in  a total  of  32  relationships.  Fifteen  of  the  observed 
relationships  were  with  patients  who  were  inside  an 
Open  Awareness  Context,  five  were  with  patients 
who  were  in  a Context  of  Suspicion,  and  twelve  were 
with  patients  who  were  outside  a Closed  Awareness 
Context.  These  two  latter  categories  were  combined 
for  examination.  Table  1 shows  the  association  be- 
tween the  Equality  of  the  relationship  before  prog- 
nosis was  established  and  the  final  Context  of 
Awareness. 

Table  1 

Context  of  Awareness  by  Previous  Equality  of  Relationship 

(Percent) 

Relationship  (before  prognosis  established) 
Context  Equal  (N  = 15)  Unequal  (N  = 17) 

Open  100  11 

Not  0 89 

P < .01  (K-S) 

All  patients  who  were  partners  in  Equal  relation- 
ships were  involved  in  Open  Awareness  Context. 
Most,  though  not  all,  patients  who  had  Unequal 
relationships  with  their  doctors  were  outside  of 

Closed  or  Suspicion  Contexts. 

Trajectory  did  not  have  the  expected  effect  on  the 
final  Context  of  Awareness.  In  fact,  the  expectation 
of  the  lingering  trajectory,  in  this  small  sample  at 
least,  interacted  with  the  previous  equality  of  the 
relationship  in  the  startlingly  determinate  fashion 
shown  in  Table  2. 

Table  2 

Context  of  Awareness  by  Expected  Trajectory  and 
Previous  Equality  of  Relationship  (Percent) 
Expected  Trajectory 
Quick  Lingering 

Equal  Unequal  Equal  Unequal 

(N  = 3)  (N  = 7)  (N  = 12)  (N  = 10) 

Open  100  22  100  0 

Not 0 78 0 100 

The  effect  of  the  context,  once  established,  upon 
the  relationship  is  less  clear-cut.  Several  changes  in 
these  relationships  were  noted  after  prognosis  was 
made.  Seven  relationships,  earlier  coded  Guidance- 
Cooperation,  moved  to  a Mutual  Participation  form. 
Three  relationships,  previously  coded  Activity-Pas- 
sivity, moved  to  a Guidance-Cooperation  form.  One 
relationship,  previously  coded  Guidance-Coopera- 
tion, moved  to  an  Activity-Passivity  form. 


Table  3 


Alterations  in 

Relationship  Modes 

Mutual 

Participation 

Guidance  Activity- 

Cooperation  Passivity 

Relationship 

Before 

Prognosis 

0 

13  19  32 

Relationship 

After 

Prognosis 

7 

8 17  32 
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Each  of  the  cases  observed  was,  of  course,  unique. 
Nevertheless,  with  a few  exceptions  they  may  be 
subsumed  under  four  general  categories.  These  may 
be  described  by  original  relationship  mode,  trajec- 
tory, awareness  context,  and  final  relationship  mode, 
as  follows: 

Case  1 (Unequal-Quick-Closed-Unequal) 

Mrs.  H.  was  admitted  for  intestinal  bleeding, 
diagnosis  ulcerative  colitis.  Two  attempts  at 
resection  and  ostomy  construction  were  un- 
successful. This  sweet,  compliant,  elderly 
lady  made  no  requests  for  information,  and 
all  her  relationships  were  coded  Unequal. 
The  patient  was  never  informed  of  the  gravi- 
ty of  her  condition,  and  remained  outside  a 
Closed  Context  of  Awareness.  As  her  poor 
prognosis  became  more  apparent,  her  family 
was  gently  prepared  for  the  inevitable  by  a 
junior  resident  who  gradually  led  them  into 
Open  Awareness  of  her  condition  and  the 
probable  velocity  of  her  dying  trajectory.  She 
died  shortly  after  a final  attempt  at  surgical 
repair,  without  having  made  any  indication 
either  to  the  doctor  or  to  her  family,  that  she 
knew  or  wanted  to  know  her  prognosis. 

The  case  of  Mrs.  H.  is  illustrative  of  most  of  those 
seen  in  this  setting.  The  patient’s  submissive  behavi- 
or was  typical  of  the  behavior  of  the  majority  of 
patients  observed.  In  this  case,  the  resident  involved 
had  been  observed  to  enter  into  Equal  relationships 
with  his  patients  regularly  and  comfortably.  The  In- 
equality of  their  original  relationship,  then,  can  most 
probably  be  explained  by  the  patient’s  submissive- 
ness. Whether  this  submissiveness  would  have  been 
sufficient,  by  itself,  to  “cause”  the  establishment  of 
a Closed  Awareness  Context  cannot  be  known.  It  is 
possible  that — had  the  patient’s  physical  condition 
permitted — this  doctor  would  have  led  her  into 
Open  Awareness  as  he  did  her  family.  In  this  case, 
as  in  so  many  others,  a quick  trajectory  was  ob- 
viously related  to  severe  symptomology. 

No  systematic  observation  of  relationships  be- 
tween doctors  and  their  patients’  families  were  made 
during  this  research.  Memory,  aided  by  field  notes, 
suggests  that  had  the  original  relationship  between 
doctor  and  family  in  this  case  been  coded,  it  would 
have  been  called  Unequal;  however,  the  same 
sources  indicate  that  had  the  final  relationship  been 
coded,  a description  of  Equal  would  have  been  ap- 
plied. Thus,  it  appears  that  the  patient’s  physical 
condition,  rather  than  the  quick  trajectory  associ- 
ated with  it,  necessitated  the  Closed  Awareness  Con- 
text resulting  in  the  final  Unequal  relationship. 

Case  2 (Unequal-Lingering-Open-Equal  and 


Unequal) 

Mr.  C.  was  transferred  from  a local  com- 
munity hospital  by  his  family  after  he  had 
fallen  from  a hospital  bed  and  sustained 
multiple  bruises.  His  early  relationships  with 
both  the  resident  and  intern  in  charge  of  his 
case  were  coded  Activity-Passivity.  He  was 
diagnosed  multiple  myeloma  shortly  after  his 
admission,  and  was  expected  to  die  in  a mat- 
ter of  months.  In  the  week  following,  his 
relationship  with  the  intern  responsible  for 
his  ongoing  care  moved  to  a Guidance-Co- 
operation mode  as  this  young  doctor  took 
advantage  of  the  patient's  intervals  of  lucidi- 
ty and  freedom  from  pain  to  explain  his 
condition  and  to  help  him  arrive  at  a de- 
cision to  enter  a nursing  home  for  his  re- 
maining time.  The  relationship  with  the  resi- 
dent, on  the  other  hand,  remained  firmly 
Activity-Passivity,  with  only  token  admission 
by  either  party  of  the  patient’s  prognosis. 
The  patient  regarded  his  intern  warmly, 
made  overt  attempts  to  cooperate  in  some- 
times painful  procedures,  and  spoke  of  him 
with  great  satisfaction.  His  spontaneous  men- 
tion of  the  resident  was,  “He  don’t  even 
know  I’m  alive.” 

This  case  provides  an  interesting  example  of  a 
phenomenon  common  to  both  dying  and  non- 
dying patients.  Although  in  most  instances  an  in- 
dividual patient's  relationships  with  several  doctors 
were  similar  with  regard  to  Equality,  in  certain  in- 
stances differences  such  as  this  were  noted.  Had 
this  patient  not  been  dying,  it  is  probable  that  his 
physical  condition  and  his  lack  of  information-seek- 
ing behavior  would  have  resulted  in  the  original 
Unequal  relationships  with  both  doctors  continuing 
in  that  form.  Despite  the  lack  of  discussion  between 
patient  and  resident,  the  Context  of  Awareness  in 
their  case  must  be  coded  Open  on  definitional 
grounds.  The  resident,  in  fact,  first  informed  the 
patient  of  his  prognosis,  and  his  information  was 
not  doubted.  The  difference  in  relationship  outcome 
here  seemed  attributable  to  the  difference  in  the 
behaviors  between  the  two  doctors.  The  resident 
seldom  visited  this  patient,  and  his  visits  were  ex- 
tremely brief.  The  intern,  on  the  other  hand,  took 
to  "dropping  in”  several  times  a day.  Whenever  he 
could,  he  spent  time  sitting  quietly  with  Mr.  C., 
encouraging  open  interaction  between  them.  This 
patient  was  in  great  pain  and  his  only  verbalized 
opinion  on  anything  was  the  constantly  reiterated, 
“I  want  to  die.”  Even  in  this  extreme,  however,  the 
patient's  greater  satisfaction  with  the  Equal  relation- 
ship he  enjoyed  with  his  intern  was  obvious. 
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Case  3 (Equal-Quick-Open-Equal) 

Mrs.  D.,  an  elderly  retired  R.N.,  was  ad- 
mitted to  the  surgical  service  for  evaluation 
of  a liver  problem.  Her  early  relationships 
with  the  Chief  Resident,  a junior  resident, 
and  a third-year  medical  student,  were  coded 
Guidance-Cooperation.  Within  a week  she 
had  become  a favorite  of  all  concerned. 
Following  biopsy,  diagnosis  of  inoperable 
liver  cancer  was  established.  This  informa- 
tion was  immediately  transmitted  to  the  pa- 
tient privately  by  the  Chief  Resident.  To- 
gether, doctor  and  patient  decided  that  no 
further  tests  or  treatments  would  be  sched- 
uled, and  that  the  patient  would  return  home. 
During  the  next  two  days  this  Chief  Resident 
repeatedly  urged  her  to  call  the  service  at  any 
time,  reminding  her  that  “your  comfort  is 
our  concern  now.”  She  discussed  her  feelings 
freely  with  him,  and  spoke  of  him  warmly. 
The  final  relationship  between  these  two  were 
coded  Mutual  Participation.  Her  relation- 
ships with  the  junior  resident  and  the  student 
remained  in  the  Guidance-Cooperation 
mode;  she  discussed  her  diagnosis  and  prog- 
nosis with  them  when  they  introduced  the 
subject,  liked  and  respected  them  both,  but 
responded  to  their  plans  rather  initiating  her 
own. 

Mrs.  D.  was,  of  course,  quite  unlike  most  of  the 
patients  seen  in  this  teaching  hospital.  She  was  in- 
telligent, medically  knowledgeable,  and  behaved  in 
a manner  considered  appropriate  by  hospital  staff. 
The  establishment  of  an  Open  Awareness  Context 
with  this  patient  was  a foregone  conclusion;  her  own 
knowledge  would  have  made  it  necessary  in  any 
event,  and  her  behavior  before  prognosis  was  es- 
tablished only  added  to  its  inevitability.  The  dif- 
ference in  relationship  outcome,  while  not  great,  is 
interesting  in  that  in  this  case  the  difference  appears 
to  be  solely  a function  of  the  patient’s  decision  and 
not  in  any  way  of  differing  doctor  behaviors.  Both 
the  junior  resident  and  the  medical  student  visited 
Mrs.  D.  often,  spent  considerable  time  with  her,  and 
extended  her  every  invitation  to  enter  in  a Mutual 
Participation  relationship.  Both  had  been  observed 
in  such  relationships  with  other  patients.  For  what- 
ever reason — age,  awareness  of  hospital  hierarchy, 
or  personal  idiosyncrasy — the  difference  in  out- 
come was  clearly  controlled  by  the  patient  alone. 

Case  4 (Equal-Lingering-Open-Equal) 

Mr.  K.  was  admitted  to  the  medicine  service 
with  chronic  pulmonary  disease  and  was  as- 
signed to  the  care  of  a fourth-year  student 


functioning  as  an  acting  intern.  The  patient 
was  actively  information-seeking  and  was 
able  to  and  desirous  of  participating  in  de- 
cisions made  regarding  his  future.  He  and 
his  “doctor”  related  to  one  another  in  a 
Guidance-Cooperation  mode  and  obviously 
liked  and  respected  one  another.  Mr.  K.  re- 
mained in  the  hospital  for  several  weeks, 
and  was  found  to  be  suffering  from  ad- 
vanced emphysema,  from  which  he  was  ex- 
pected to  die  within  six  months.  This  in- 
formation was  conveyed  to  him  in  a hopeful 
but  clear  manner;  he  accepted  it  and  spoke 
of  it  sadly  but  without  overt  grief  or  fear. 
He  and  the  medical  student  spent  the  last 
week  of  his  hospitalization  working  out  a 
plan  for  returning  to  his  isolated  rural  home 
and  for  providing  the  oxygen  devices  he 
would  need  to  use  there.  All  decisions  were 
initiated  and  finalized  by  the  patient,  with 
the  student  functioning  as  a resource  and 
locater  of  services.  The  final  relationship 
was  thus  coded  Mutual-Participation. 

Most  rural  patients  observed  during  this  study 
were,  at  least  originally,  involved  in  Unequal  re- 
lationships with  their  doctors.  Mr.  K.  thus  presented 
an  interesting  anomaly  even  before  his  diagnosis 
and  prognosis  was  established.  The  particular  medi- 
cal student  involved  with  this  patient  was  somewhat 
older  than  his  classmates,  having  been  trained  in 
chemical  engineering  and  employed  in  the  aerospace 
industry  some  years  before  entering  medical  school. 
The  patient's  own  information-seeking  behavior, 
quite  possibly,  would  have  resulted  in  the  establish- 
ment of  an  Equal  relationship  in  time  regardless  of 
his  prognosis  and  regardless  of  the  doctor  con- 
cerned. One  may  speculate,  however,  that  the  back- 
ground and  personality  of  the  medical  student  in- 
fluenced the  early  establishment  of  this  relationship 
form.  This  patient  was,  for  the  most  part,  in  no 
extreme  physical  distress.  Thus  he  was  able  to  “en- 
joy” the  relationship  without  undue  impingement  by 
physical  factors.  His  single  expressed  desire  was 
that  he  be  permitted  to  return  home  to  await  his  end, 
and  he  was  openly  grateful  that  this  permission  was 
granted.  (The  granting  of  this  permission,  of  course, 
did  not  depend  on  a fourth-year  medical  student. 
However,  the  fact  that  the  patient  was  able  to  pre- 
sent a workable  plan  for  home  care  was  doubtless 
influential  in  the  final  decision  to  release  him.  Thus 
the  assistance  of  the  student  in  the  planning  process 
enabled  the  patient  to  gain  his  end.) 

CONCLUSIONS 

The  relationships  described  here  were  established 
before  either  the  doctor  or  the  patient  involved  was 
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aware  that  the  patient  must  be  labeled  dying.  How- 
ever, these  relationships  were  not  in  any  sense  long- 
term, in  fact,  most  were  only  a few  days  duration. 
The  evidence  does  suggest,  however,  that  a doctor 
and  patient  involved  in  an  Equal  relationship  will 
usually,  regardless  of  the  expected  trajectory  in- 
volved, enter  together  into  an  Open  Context  of 
Awareness.  When  the  relationship  between  them  has 
been  Unequal,  the  probability  of  the  patient  remain- 
ing outside  of  the  Closed  Context  is  high.  Unlike 
these  patients  seen  in  a crisis-oriented  tertiary  care 
center,  we  may  suggest  that  many  patients  seen  by 
a Family  Practitioner  will  be  expected  to  die  in  a 
lingering  fashion.  Here,  the  equality  of  the  previous 


established  relationship  may  in  fact  determine  the 
context  almost  single-handedly. 

The  weight  of  the  evidence  amassed  by  Elizabeth 
Kubler-Ross,  Glazer  and  Strauss,  and  others  indi- 
cates that  the  benefits  of  an  Open  Context  of 
Awareness,  particularly  if  care  is  taken  to  maintain 
hope,  far  outweigh  the  benefits  of  a Closed  Context. 
The  many  Family  Practitioners  who  establish  strong 
Equal  relationships  with  as  many  of  their  patients 
as  possible  before — in  fact  long  before — a life- 
threatening  illness  is  discovered  thus  probably  en- 
hance the  development  of  Open  Awareness  and 
provide  opportunities  for  their  patients  to  die  with 
dignity  and  in  comfort. 


Figure  1 


CONTEXT 

DESCRIPTION 

BEHAVIOR 

OUTCOME 

Open 

Awareness 

The  doctor  knows  the  patient  is 

Doctor  either  avoids  the  pa- 

Benefits: 

dying.  He  has  told  the  patient  so 
at  least  once  and  may  or  may 
not  refer  to  it  again.  Everyone 

tient,  “abandons”  the  patient 
to  other  staff  members  or 
continues  to  visit  his  patients, 

To  Doctor: 

easiest  for  long  term 
minimizes  danger  of 
inadvertent  slips 

is  inside  the  open  context. 

The  patient  knows,  and  under- 
stands, and  will  talk  about  his 
condition.  (He  will  not  neces- 
sarily mention  his  condition 
every  interaction,  but  is  not  un- 
willing to  discuss  it  occasional- 
ly.) 

is  able  to  interact  comfort- 
ably. 

Patient  is  able  to  interact  com- 
fortably with  anyone  who 
can  do  so  with  him. 

To  Patient: 

Dangers: 

To  Doctor: 

To  Patient: 

ability  to  communi- 
cate openly  with  med- 
ical staff  and  with 
family 

rare  (if  diagnosis  or 
prognosis  is  in  error, 
and  patient  in  fact 
does  recover,  loss  of 
confidence  is  possible) 
loss  of  hope,  unless 
care  is  taken 

Mutual 

Pretense 


Suspicion 


The  doctor  knows  the  patient  is 
dying,  he  either  tells  him  so  or 
assumes  that  the  patient  knows. 

The  patient  knows,  and  under- 
stands, but  prefers  not  to  men- 
tion the  fact  (this  patient  may 
be  in  the  denial  stage  but  this  is 
not  always  true). 


The  doctor  may  avoid  the  pa- 
tient less  than  in  Closed  or 
Suspicion  Context,  keeps  to 
“safe”  topics,  may  make 
quasi-inadvertent  slips. 


The  doctor  knows  the  patient  is 
dying.  He  and  other  medical 
staff  are  inside  the  context. 

The  patient  does  not  know  but 
suspects.  The  patient  is  outside 
the  context  and  wants  to  get  in 
(this  patient  is  probably  past  the 
denial  stage). 


The  doctor  avoids,  denies, 
rushes. 

The  patient  asks,  demands,  su- 
spects, resents. 


Benefits: 

To  Doctor: 


To  Patient: 


Dangers: 

To  Doctor: 


To  Patient: 


enables  the  doctor  to 
avoid  dealing  with 
subject 

if  the  patient  chooses 
this  context,  it  suits 
his  stage  of  denial 

loss  of  opportunity  to 
deal  with  the  patient’s 
feelings 

loss  of  opportunity  to 
discuss  his  case  if  the 
doctor  rather  than  the 
patient  is  in  the  stage 
of  denial  (in  this  case, 
the  doctor  himself  is 
imposing  the  mutual 
pretense  mode  on  the 
patient) 


Benefits: 

To  Doctor: 


To  Patient: 
Dangers: 

To  Doctor: 

To  Patient: 


make  it  possible  for 
the  doctor  to  avoid 
dealing  with  the  sub- 
ject 
none 

patient  resentment  and 
loss  of  confidence 
when  the  patient  is 
finally  told  the  truth, 
or  discovers  it,  resent- 
ment of  his  doctor 
and  loss  of  confidence 
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CONTEXT  DESCRIPTION 


BEHAVIOR 


OUTCOME 


Closed 

Awareness 


The  doctor  knows  the  patient  is 
dying.  He  and  other  medical 
staff  are  inside  the  context. 

The  patient  does  not  know  or 
suspect.  He  is  outside  the  closed 
context. 


Doctor  avoids  patient,  keeps  to 
“safe”  topics,  rushes,  talks  a 
lot 

Patient  probably  notices,  won- 
ders 


Benefits: 

To  Doctor: 
To  Patient: 
Dangers: 

To  Doctor: 

To  Patient: 


easiest  for  short  term 
maximizes  hope 

inadvertent  slips 
need  to  lie 
affairs  not  attended  to 
inadvertent  discovery 
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Now  leasing  both  cars 
and  trucks  to  help 
solve  your  total 
transportation  needs 
in  a professional 
manner. 

Contact:  Al  Borgen 

4200  WEST  TWELFTH 
P.  O.  DRAWER  P 

SIOUX  FALLS,  SOUTH  DAKOTA  57101 
(605)  336-1700 

FAMILY  PRACTITIONER 

The  Mobridge  Medical  Clinic  is  looking  for  a 
family  practitioner  to  join  this  clinic  of  three 
family  practitioners,  a general  surgeon  and  an 
internist.  Radiological  services  are  provided  by  a 
full-time  radiologist  at  the  50-bed  Mobridge  Com- 
munity Hospital. 

Mobridge  is  a city  of  4,500  people  located  on 
the  banks  of  the  Oahe  Reservoir  (Missouri  River). 
1 his  area  has  excellent  fishing,  hunting,  and  other 
outdoor  recreational  opportunities. 

For  complete  details  write  or  call: 

Dale  Myren,  Administrator 
Mobridge  Medical  Clinic 
414  First  Avenue,  West 
Mobridge,  SD  57601 
(605)  845-2962 


PSYCHIATRIC  RESIDENCY 

Vacancies  for  positions  for  July  1,  1977,  for 
those  who  have  a regular  Iowa  license  or  can 
obtain  one  by  reciprocity  or  via  FLEX.  Pre- 
pare for  career  in  private  practice,  commu- 
nity clinics  or  hospital  based  psychiatry.  Em- 
phasis on  close  supervision  of  intensive  indi- 
vidual and  group  psychotherapy,  OPD,  Chil- 
dren’s Unit,  Adolescent  Unit.  Neurology  affil- 
iation with  University  of  Iowa.  The  stipends 
are:  1st  year  $21,294;  2nd  year  $22,360;  3rd 
year  $23,478.  Intensity  and  diversity  of  train- 
ing program  appreciated  best  by  personal 
visit. 

T.  B.  McManus,  M.D.,  Superintendent 
Mental  Health  Institute 
Cherokee,  IA  51012 
Call  Collect  (712)  225-2594 

Equal  opportunity  employer. 
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PRESIDENT-ELECT  SPEAKS 
This  past  August  has  again  seen  a most  successful 
Black  Hills  Summer  Seminar.  The  new  life  we  are 
experiencing  in  the  South  Dakota  AFP  certainly  had 
its  inception  in  the  inauguration  of  this  fine  meeting. 
The  Education  Committee  has  begun  working  on  the 
1977  Black  Hills  Winter  and  Summer  programs. 
Some  of  our  speakers  have  already  been  secured 
and  from  all  appearances  we  should  have  a super 
line-up  of  speakers.  We  intend  to  maintain  the  high 
calibre  of  these  seminars;  however,  we  are  always 
open  to  suggestions  and  criticisms.  Should  any  of  the 
members  have  some,  please  contact  me  or  some 
other  member  of  the  Committee  to  express  the  same. 

B.  O.  Lindbloom,  M.D. 


Excerpted  from  1976  Wisconsin  Medical  Alumni  Quarterly 
Journal, 

Family  Practice  . . . What  It  Means 
by  Richard  D.  Larson,  M.D. 

It  was  a spring  weekend  and  I was  on  call  for  our  group 
of  family  practitioners.  One  of  the  calls  I received  went 
something  like  this: 

“Dr.  Larson,  this  is  the  resident  in  the  emergency  room 
at  the  hospital.  I have  a six-year-old  child  here -who  fell 
out  of  a tree  and  injured  her  right  wrist.  She  has  gross 
deformity  of  the  wrist  and  x-rays  show  that  she  has  a 
Colies’  fracture,”  he  exclaimed. 

“Why  don't  you  reduce  it  and  cast  it?”  I sneered. 

He  signed,  “I’m  not  an  orthopedic  resident.” 

“What  is  your  specialty?”  I shouted. 

“I'm  in  family  practice,”  he  sobbed. 

“Then  you  should  be  able  to  reduce  and  cast  a Colies’ 
fracture,”  I cursed.  “I’ll  come  over  and  show  you  how.” 
Which  I did  ...  I reduced  the  fracture  and  we  confirmed 
the  alignment  by  x-ray,  the  resident  applied  the  cast  and 
did  a good  job  of  it. 


I was  at  a meeting  for  physicians  and  was  talking  to 
another  young  doctor  who  had  just  completed  a family 
practice  residency  and  was  looking  for  a practice  site.  As 
our  own  group  and  our  community  were  looking  for  more 
family  physicians,  I tried  to  do  a little  recruiting.  We 
discussed  the  community,  schools,  hunting  and  fishing  and 
lakes,  proximity  to  large  cities  and  medical  centers,  busi- 
ness details,  malpractice  insurance,  etc.,  and  then  some 
details  of  actual  practice. 


“I  don’t  do  OB,”  he  ventured. 

‘Oh,”  I smirked,  “we  all  do  in  our  group.” 

“Is  there  a pediatrician  in  town?”  he  inquired  hesitantly. 

“No,  but  we  do  have  excellent  contacts  in  Madison  and 
we  refer  when  necessary,”  I said  assuredly. 

“It  makes  me  nervous  not  to  have  24-hour  pediatrician 
coverage  nearby,”  he  murmured. 

It  was  soon  obvious  that  we  were  not  compatible  in  our 
ideas  of  “family  practice.” 


Those  two  isolated  incidents  serve  to  point  out  some 
problems  with  the  current  concept  of  what  being  a 
family  practitioner  entails. 

Our  educators  of  family  practitioners  must  be  acutely 
aware  of  this  and  be  insistent  that  trainees  are  trained 
broadly  and  adequately  . . . not  superficially.  It  is  really 
not  so  difficult  to  pass  the  boards  in  family  practice  and 
passing  the  boards  does  not  assure  competency.  It  lakes  an 
extremely  unusual  individual  to  become  a good  family 
practice  specialist. 

The  many  “outlying”  areas  of  our  country  where  the 
physician  shortage  is  felt  so  acutely  will  not  have  their 
problem  solved  by  a physician  who  is  a triage  officer.  We 
need  well  trained  physicians  in  family  practice  who  have 
the  courage  to  go  out  and  do  the  job.  And  it  is  a big  one! 


Computer  Study  Cards 

As  the  year  comes  to  the  end,  be  sure  to  send  your 
completed  yellow  and  green  study  cards  to  National. 
You  have  received  a copy  of  your  recorded  hours 
to  date;  review  this  list  again  and  update  the  re- 
cording of  your  continuing  medical  education  study. 


Black  Hills  Winter  Seminar 

Be  sure  to  mark  your  calendar  now  for  February 
3-5,  1977,  the  dates  of  the  Second  Annual  Black 
Hills  Winter  Seminar,  to  be  held  at  the  Holiday  Inn 
of  the  Northern  Hills  in  Spearfish.  Chairman  Gary 
Welsh  of  Lead  and  his  committee  are  planning  a 
fine  educational  and  social  meeting.  It  looks  like 
15  Prescribed  Hours,  in  the  fields  of  Medicine, 
Orthopedics  and  Pediatrics.  Watch  for  the  brochure 
regarding  this  meeting! 
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Interested  In 
Tax-Free  Income? 
Get  The  Facts  On 

“Suy^en 

__mn_ 

Tax-exempt 
Bond  Fund 


The  Nuveen  Tax  -Exempt  Bond  Fund  is  a broadly  diversified 
portfolio  of  professionally  selected,  high  quality  municipal 
bonds.  With  an  investment  in  a Nuveen  Fund,  you  can  receive 
interest  income  that  is  totally  exempt  from  Federal  income 
taxes,  in  the  opinion  of  counsel. 

Investment  advantages  include: 

• Tax-free  income 

• Diversification 

• Marketability.  Redeemable  any  business  day  at  net 
asset  value 

• Convenience.  No  coupons  to  clip  and  you  may  select 
monthly,  quarterly  or  semi-annual  interest  distribu- 
tions. 

• No  management  or  redemption  fees. 


Investors  have  purchased  over  Sl3/4  billion  in  Funds  spon- 
sored by  John  Nuveen  & Co.,  Incorporated. 


This  is  neither  an  offer  to  sell  nor  a solicitation  of  an  offer  to  buy  any  Units 
of  the  Fund  The  offering  of  Units  is  made  only  by  the  Prospectus  and  only  in 
those  states  in  which  Units  may  legally  be  offered 


THE  ST.  PAUL 


COMPANIES 


IMPERIAL  FINANCIAL 
SERVICES,  INC. 

MUTUAL  FUNDS  AND  INSURANCE 
AGENT  FOR 
VARIABLE  ANNUITIES 
PENSION  & PROFIT  SHARING  PLANS 
TAX  EXEMPT  BOND  FUNDS 


GRANT  M.  NITTEBERG 

DISTRICT  MANAGER  1112  S.  WILLOW  AVE. 

RES:  (605)  339-0654  SIOUX  FALLS,  S.  D.  57105 


Mail  this  coupon  for  a prospectus  containing  more  complete  infor- 
mation, including  all  charges  and  expenses.  Read  it  carefully  before 
you  invest.  Send  no  money. 

NAME 

ADDRESS 

CITY STATE ZIP 

TEI __ 

BUSINESS  HOME 


FAMILY  PRACTITIONER 
WANTED 

Two  family  physicians  with  large  hos- 
pital practice  wish  third  associate  who 
is  board  eligible  to  join  busy  family 
practice.  Located  in  Waterloo,  Iowa,  a 
northeast  Iowa  community  of  75,000. 
All  records  dictated  on  the  Problem 
Orientated  Medical  Records  System. 

Contact:  Ronald  R.  Roth,  M.D. 
and 

Ronald  D.  Flory,  M.D. 

611  Black’s  Bldg. 

Waterloo,  1A  50703 
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LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL  AS- 
SOCIATIONS WITH  WHOM  YOU  ARE  ASSOCI- 
ATED. REFERENCES  TO  QUALIFIED  INQUIRIES  ARE 
GLADLY  FURNISHED. 

39th  & MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  “Chuck”  Point,  Mgr.  Home  phone  336-3168 
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This  Is  Your 


Medical  Association 


Stephen  Haas,  M.D.,  Rapid  City, 
addressed  the  local  Kiwanis  Club 
concerning  the  malpractice  insur- 
ance situation  in  South  Dakota 
for  physicians  and  the  effect  that 
high  premiums  have  on  the  cost 
of  medical  care. 

H«  He  sjc  H< 

Peter  Knowles-Smith,  M.D.,  Mc- 
Laughlin, has  accepted  a posi- 
tion on  the  staff  of  St.  Alexius 
Hospital  in  Bismarck,  North  Da- 
kota. He  will  continue  to  live  in 
McLaughlin  but  will  no  longer 
be  associated  with  the  clinic 
there.  Gus  Torkildson,  M.D. 
former  full-time  physician  in  Mc- 
Laughlin, has  returned  to  operate 
the  clinic  until  another  physician 
can  be  obtained. 

He  sfc  H*  H< 

Daniel  J.  Hafner,  M.  D.  began 
his  ophthalmology  practice  in 
Rapid  City  as  an  associate  with 
Noe  Authier,  M.  D.  He  is  a na- 
tive of  Newell,  South  Dakota, 
and  received  his  M.D.  degree 
from  Harvard  Medical  School. 
He  served  his  internship  at  the 
University  of  Pittsburgh,  served 
two  years  with  the  Air  Force  at 
Goose  Bay,  Labrador,  and  com- 
pleted his  residency  training  at 
Boston  University. 


Physicians  participating  in  a 
workshop  on  hyperalimentation 
therapy  at  Sioux  Valley  Hospital, 
Sioux  Falls,  included  J.  R.  Rey- 
nolds, M.D.  and  Robert  Willix, 
M.D.,  Sioux  Falls. 

H:  H*  ^ 

Patrick  McGreevy,  M.D.,  presi- 
dent of  the  Sioux  Falls  Area 
Creighton  Club,  arranged  the  an- 
nual alumni  party  held  in  Sioux 
Falls  recently. 

He  ^ ^ 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


The  Coteau  Des  Prairies  Clinic 
and  Hospital  in  Sisseton  an- 
nounced the  addition  of  David 
Staub,  M.D.  to  its  Staff.  Dr. 
Staub  is  a graduate  of  the  Uni- 
versity of  Washington  and  com- 
pleted his  family  practice  resi- 
dency in  Rockford,  Illinois,  be- 
fore coming  to  Sisseton  under  the 
sponsorship  of  the  National 
Health  Service  Corps. 

He  H4  Hs  % 

Chung  Hao  Tuan,  M.D.  has  been 
named  acting  medical  director  at 
the  South  Dakota  Human  Service 
Center  in  Yankton.  Dr.  Tuan  is 
a graduate  of  the  National  De- 
fense Medical  Center,  Taiwan, 
China,  and  completed  his  psy- 
chiatry residency  at  Middletown 
State  Hospital,  Middletown,  New 
York,  where  he  practiced  until 
coming  to  South  Dakota. 

'Jfi  Hi  % H* 

John  O’Sullivan,  M.D.  has  joined 
Dr.  E.  Colin  Smart  in  Belle 
Fourche  in  the  practice  of  medi- 
cine. Dr.  O'Sullivan  is  a graduate 
of  the  University  College  of 
Cork,  Ireland,  he  interned  in 
New  Haven,  Connecticut,  and 
served  a surgical  residency  at  the 
Guthrie  Clinic,  Sayre,  Pennsyl- 
vania. He  previously  practiced  in 
Hoven  and  Redfield,  and  has 
been  in  Montana  from  1968  to 
the  present. 
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NOT  TOO  LITTLE 

■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

(5  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


e.g.the  pain  of 
sprains  and  strains 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate*(32  4 mg)  gr  V2 

Each  tablet  also  contains:  aspirin  gr  3'?.  phenacetin  gr2'/2,  caffeine  gr '/?. ‘Warning -may  be  habit-forming 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


UNIVERSITY  OF  SOUTH  DAKOTA 
PHYSICIANS’  EXTENDER  PROGRAM 


Report  given  to 

South  Dakota  Academy  of  Family  Physicians 
by  Herb  Saloum,  M.D.,  Chairman, 
Health  Care  Services  Committee,  SDAFP, 

June  1976 


Purpose:  To  inform  the  Academy  members  of  what 
the  Physicians’  Extender  Program  is,  what  a physi- 
cian extender  is,  how  the  program  was  formed,  how 
it  is  run,  and  how  it  can  be  used  by  the  Academy 
members. 

Definitions:  Physicians’  Extenders:  This  comes  un- 
der South  Dakota  Compiled  Laws  36-4A  for  physi- 
cians’ assistants,  “a  person  who  is  either  an  assistant 
to  the  primary  care  physician  or  an  assistant  to  the 
specialist  physician”.  There  are  forty-two  laws  re- 
lating to  the  training,  practice,  relationship  to  the 
medical  doctor  and  boarding  of  Physicians’  Extend- 
ers. They  are  licensed  by  the  South  Dakota  State 
Board  of  Medical  and  Osteopathic  Examiners. 

In  addition,  at  the  present  time  there  is  also  some 
discussion  relating  to  the  practice  options  of  regis- 
tered nurses  who  may  in  the  future  elect  to  exercise 
their  practice  options  and  thus  become  physicians’ 
extenders.  In  this  case  the  extender  would  be  super- 
vised according  to  the  South  Dakota  Board  of  Nurs- 
ing Rules  and  Regulations  (South  Dakota  Compiled 
Law  36-93).  In  summary  a person  can  become  a 
physician’s  extender  via  two  routes.  The  nurse  prac- 
titioners have  had  two  to  four  years  training  for 
their  registration  (RN).  Then  they  add  from  12  to 
24  months  of  training  for  their  nurse  practitioner’s 
certificate.  The  physicians’  assistants  have  had  two 
to  four  years  of  college  and  then  add  12  to  24 
months  of  training  for  their  physician’s  assistant 
certification.  At  the  present  time  there  are  108 
different  nurse  practitioner  and  physicians’  assistant 
schools  in  the  nation.  The  physician’s  extender  is 
licensed  by  the  South  Dakota  State  Board  of  Medical 
and  Osteopathic  Examiners  to  practice  under  the 
direct  and  indirect  supervision  of  a physician.  In  no 
case  are  they  allowed  to  practice  on  their  own. 

Physicians’  Extender  Program:  A service  program 
using  physicians’  extenders  in  a health  service  short- 
age area  of  South  Dakota  to  provide  medical  care 
and  to  attract  additional  physicians’  extenders  to 


locate  in  South  Dakota.  These  additional  physicians’ 
extenders  would  be  placed  with  cooperating  physi- 
cians in  service  shortage  areas  throughout  the  state. 

Origin  of  Program  and  Funding:  In  attempting  to 
provide  the  rural  areas  of  the  state  of  South  Dakota 
with  primary  health  care  the  1974  South  Dakota 
legislature  charged  the  University  of  South  Dakota 
School  of  Medicine  with  the  task  of  developing  and 
implementing  a four-year  degree  granting  Medical 
School.  Further  concern  for  providing  health  care  to 
the  rural  areas  of  the  state  of  South  Dakota 
prompted  the  1975  legislators,  upon  recommenda- 
tion of  the  Joint  Committee  on  Appropriations,  to 
appropriate  $60,000  for  the  development  and  im- 
plementation of  a program  for  physicians’  exten- 
ders. The  legislature’s  mandate  was  given  to  the 
University  of  South  Dakota  Medical  School  under 
direction  of  the  Vice  President  of  Health  Affairs, 
who  is  Dr.  Karl  H.  Wegner. 

Dr.  Robert  Hayes  was  employed  as  the  program 
director.  As  a result  of  the  planning  that  followed,  it 
was  decided  that  Dr.  Hayes,  the  Program  Director, 
would  move  to  a selected  doctorless  community  and 
establish  the  School  of  Medicine  physicians’  ex- 
tenders office  there.  It  was  felt  that  the  program 
would  eventually  consist  of  five  or  more  physicians’ 
extenders  in  rural  communities  in  the  western  part 
of  the  state.  This  would  require  up  to  four  communi- 
ties or  counties  to  employ  physicians’  extenders 
(either  nurse  practitioners  or  physicians’  assistants) 
who  would  then  be  assigned  by  written  agreement 
to  Dr.  Hayes,  and  other  physicians,  if  necessary,  for 
direction  and  technical  supervision,  in  compliance 
with  existing  state  statutes  which  limit  assignment  of 
Physicians’  Assistants  to  two  per  physician.  Con- 
sideration for  the  project  was  given  to  the  com- 
munities of  Wall,  Murdo,  White  River  and  Edge- 
mont  on  the  basis  of  established  health  service  short- 
age area  designation  criteria. 

It  was  felt  that  Dr.  Hayes  would  also  be  available 
to  area  solo  physicians  for  locum  tenens  relief  if  de- 


NOVEMBER  1976 


37 


sired.  These  would  be  physicians  who  were  alone  in 
communities  with  hospitals  and  nursing  homes.  In 
addition,  the  volunteer  ambulance  service  of  the  se- 
lected local  communities  could  be  assisted  by  Dr. 
Hayes.  This  would  allow  the  Medical  School  to  ac- 
complish the  function  of  extending  itself  to  help  the 
local  doctor  “hold  the  line”  until  new  doctors  gradu- 
ate from  the  Medical  School  and  complete  their 
residencies  before  going  out  to  practice  in  these 
areas. 

Dr.  Hayes,  living  in  the  selected  community, 
would  be  on  call  by  telephone  or  radio  to  the  physi- 
cians’ extenders  in  the  selected  sites.  He  would  visit 
and  work  with  these  extenders  on  a regular  basis.  If 
relieving  an  area  physician,  this  function  would  be 
carried  out  via  telephone. 

Fees  which  would  be  collected  for  the  patient 
services  would  be  collected  by  the  sponsoring  gov- 
ernment unit  and  would  be  turned  over  to  a Com- 
munity Health  Fund  and  its  Board.  These  monies 
would  be  used  to  help  defray  the  cost  to  the  local 
communities  for  the  physician’s  extender,  insurance 
for  the  extender  and  the  office  costs. 

Thought  was  given  to  the  idea  of  using  these  rural 
centers  to  rotate  medical  students  through. 

Back-up  for  Dr.  Hayes  was  to  come  from  local 
area  physicians,  medical  school  faculty,  and  physi- 
cians from  the  State  Department  of  Health.  (See 
Exhibit  1.) 


EXHIBIT  1 

UNIVERSITY  OF  SOUTH  DAKOTA 
PHYSICIAN  EXTENDER  PROGRAM 

BUDGET 


Salaries 

Fringe  Benefits 

Travel 

O&M 

Contractual  Services 
Supplies  & Materials 
Capital  Assets 
Total  O&M 
Total  Program 


1975-76  1976-77 

41.000  43,570 

4,500  4,500 

2,000  2,120 

3,700 

12,500  7,550 

12,500  13,250 

60.000  63,440 


Present  Operation  of  the  Program:  The  Physicians’ 
Extender  Program  currently  operates  in  western 
South  Dakota  under  the  direction  of  Dr.  Robert 
Hayes  in  a three  unit  module.  The  units  are  located 
in  Wall,  Murdo,  and  White  River.  There  are 
physicians’  assistants  in  Wall  and  Murdo  and  a 
pediatric  nurse  practitioner  in  White  River.  All  three 
are  supervised  by  Dr.  Hayes.  Each  site  is  visited  by 
Dr.  Hayes  once  a week.  He  reviews  the  extenders 
work,  works  with  them  that  day  seeing  patients  and 
more  or  less  functions  as  a preceptor.  The  rest  of  the 


time  supervision  is  done  by  telephone. 

Each  unit  of  the  module  has  a different  sponsor- 
ing agency.  In  Wall  it  is  a city  operation  and  a com- 
mittee of  the  Chamber  of  Commerce  is  responsible. 
It  collects  the  billings,  keeps  the  books,  and  makes 
the  decisions  on  office  management.  In  Murdo  it  is  a 
combination  of  the  Jones  County  commissioners  and 
the  city  of  Murdo.  In  White  River  it  is  operated  en- 
tirely by  the  Mellette  County  commissioners. 

Each  site  has  the  responsibility  for  payment  of 
the  physician’s  extender,  payment  of  clinic  expenses 
which  include  payment  for  the  liability  insurance  of 
the  extender.  Each  unit  has  a different  system  for 
collection  and  bookkeeping  depending  upon  which 
type  of  government  unit  operates  it. 

Fees  are  those  charged  by  nearby  doctors,  $7.00 
per  office  call.  Simple  laboratory  tests  are  done  in 
the  office  and  the  more  sophisticated  ones  are  sent 
to  laboratories  in  Sioux  Falls  or  Rapid  City.  An 
average  of  ten  patients  per  day  are  seen  in  each 
clinic.  Each  unit  has  a number  of  protocols  to  fol- 
low as  a guide  for  managing  individual  problems, 
i.e.  otitis  media,  et  cetera. 

Obtaining  a Physician’s  Extender:  First  a doctor 
must  decide  whether  he  wants  a nurse  practitioner  or 
a physician’s  assistant.  He  then  must  decide  whether 
he  wants  a specialty  trained  extender  or  a family 
practice  extender.  The  doctor  can  then  write  to 
Dr.  Hayes  in  Wall,  who  will  send  him  the  contacts 
that  he  has  in  his  file  and  also  circulate  his  need  to 
the  various  schools  and  placement  bureaus.  Most  of 
the  schools  graduate  their  students  on  or  around 
July  first  of  each  year. 

Summary:  The  Physicians’  Extender  Program  is  a 
service  provided  through  legislative  mandate  to  the 
rural  medically  deprived  area  of  South  Dakota  by 
the  University  of  South  Dakota  Medical  School.  It 
was  originally  conceived  by  the  legislature  as  a 
means  of  showing  the  people  of  rural  South  Dakota 
that  the  fledgling  Medical  School  was  making  an 
attempt  to  meet  their  medical  needs.  It  also  serves  as 
a means  for  attracting  physicians’  extenders  into  the 
state  and  has  possibilities  to  be  used  as  part  of  the 
Medical  School  training.  The  only  major  ambiguity 
that  exists  pertains  to  the  use  of  both  physicians’  as- 
sistants and  nurse  practitioners  by  one  doctor  as 
physicians’  extenders.  The  law  clearly  states  that  one 
doctor  may  only  supervise  two  physicians’  assistants 
but  does  not  clearly  state  how  many  nurse  practi- 
tioners or  combination  of  nurse  practitioners  and 
physicians’  assistants  that  he  may  supervise. 
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New  Products  — New  Books 


AMIGO,  Inc.,  “The  Friendly  Wheelchair”  line, 
is  introducing  a mini-AMIGO,  a small  size,  three- 
wheeled, electrically  propelled  wheelchair  for  chil- 
dren. The  seat  post  can  be  adjusted  up  and  down, 
a longer  control  handle  and  a larger  seat  can  be 
fitted  to  suit  the  size  or  growing  status  of  the  child. 

* * * 

Sherwood  Medical  has  a new  endotracheal  tube 
incorporating  a high-volume,  low-pressure  cuff  de- 
signed for  long  term  ventilatory  support  as  well  as 
for  surgical  intubation.  Trade-marked  “THE  SOFT 
ONE”  ARGYLER  endotracheal  tube.  The  tube  is 
soft  and  pliable  but  has  non-kinking  properties  to 
maintain  patency. 

* * * 

The  Medtronic  Learning  Center  has  a new  catalog 
which  lists  the  firm’s  array  of  available  educational 
materials  on  cardiac  pacing.  These  include  books, 
brochures,  videotapes,  audiotapes,  films  and  slides, 
many  of  which  are  available  without  charge. 


THE  SOUTH  DAKOTA  JOURNAL 
OM  MEDICINE 

Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  Subscription  $8.00  per  year  $1.00  per  copy 

Foreign  $10.00 

CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all 
publications  of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not  the  carbon 
should  be  submitted.  An  abstract  of  100-200  words  should 
accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  of  article  and 
the  location  of  the  author.  The  used  manuscript  is  not 
returned  but  every  effort  will  be  made  to  return  manuscripts 
not  accepted  or  published  by  the  Journal  of  Medicine. 
Articles  are  accepted  for  publication  on  condition  they  are 
contributed  solely  to  this  Journal. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings  will  be 
furnished  by  the  South  Dakota  Journal  of  Medicine  when 
satisfactory  photographs  or  drawings  are  supplied  by  the 
author.  Each  illustration,  table,  etc.,  should  bear  the  author’s 
name  on  the  back.  Photographs  should  be  clear  and  dis- 
tinct. Drawings  should  be  made  in  black  India  ink  on  white 
paper.  Used  illustrations  are  returned  after  publication  if 
requested. 

REPRINTS:  Reprints  should  be  ordered  immediately  fol- 
lowing publication.  Type  left  standing  over  30  days  will 
be  destroyed  and  no  reprint  orders  will  be  taken.  All  re- 
prints orders  should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  57104. 


The  Ames  Company,  Elkhart,  has  a unique  test 
kit  which  may  be  used  in  the  doctor’s  office  to  screen 
for  gonorrhea  by  culture  method.  The  kit  does  not 
require  refrigeration  and  has  a shelf  life  of  18 
months.  Each  kit  provides  materials  for  10  tests. 

* * * 

Norcliff  Thayer,  Inc.  has  an  educational  device 
to  aid  in  combating  the  head  lice  and  scabies  prob- 
lem in  school  children.  Both  diseases  are  increas- 
ing. A sound  filmstrip  educates  children  about  lice 
—how  to  avoid,  how  to  diagnose  and  how  to  get 
rid  of.  Comes  with  records  or  cassettes  for  $6.00. 

❖ ❖ * 

Hawthorn  Books  has  released  “Post-Mastectomy: 
A Personal  Guide  to  Physical  and  Emotional  Re- 
covery.” Written  by  Win  Ann  Winkler,  the  benefici- 
ary of  a modified  radical  mastectomy  herself,  the 
book  provides  practical  guidance,  understanding  and 
down-to-earth  suggestions  for  patients  in  a similar 
situation.  197  pages — $7.95. 

* * ❖ 

Reprinted  from  the  JOURNAL  OF  THE  INDIANA 
STATE  MEDICAL  ASSOCIATION.  Each  item  is  pub- 
lished as  news  and  does  not  necessarily  constitute  an  en- 
dorsement of  a product  or  recommendation  for  its  use 
by  the  SOUTH  DAKOTA  JOURNAL  OF  MEDICINE. 


PHYSICIAN  WANTED 

GP  needed  to  locate  in  Lake  Andes,  community 
of  1,000  located  in  southeastern  South  Dakota, 
six  miles  from  Fort  Randall  Dam  and  Lake 
Francis  Case.  Large  trade  area,  primarily  agricul- 
tural. 

Twelve  year  old  clinic  building  available  with 
offices  for  two  physicians.  Fifty-four  bed  nursing 
home  adjacent  to  the  clinic.  Two  hospitals  within 
thirty  minutes  of  community;  ambulance  service 
available. 

For  additional  information,  contact: 

Russell  J.  Stedronsky 
Lake  Andes,  SD  57356 
Business  Phone  (605)  487-7631 
Home  Phone  (605)  487-7494 
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OF  MEDICINE 

Fnblished  Monthly  by  the  S.D.  State  Medical  Assn. 


Volume  XXIX  December  1976  Number  12 


Clinicopathological  Conference 
Forty-Eight  Year  Old  Female  With 
Persistent  Elevation  of  Serum 
Calcium 

John  F.  Barlow,  M.D. 

Benjamin  Castleman,  M.D. 


Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 
Lecture  #14 — The  Treatment  of 
Cephalalgia 

George  C.  Flora,  M.D.  21 
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From  Lilly/Dista  Research 

NALFON 

fenoprofen  cabium 


’© 


300-mg.  Pulvules 


IPISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

9Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrat© 
equivalent  to  300  mg.  fenoprofen. 
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HEALTH  SCIENCES  LTBT7ABY 

UNIVERSITY  OF  MARYLAMO 

BALTI'I^p  - 

JAN  4 ’7(7  MMW 


REC’D 


CIRCULATES 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 


ogy; spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syn- 
drome; convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6‘months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency 


and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Valium^ 

(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  pos- 
sibility of  pregnancy  when  institut- 
ing therapy:  advise  patients  to 
discuss  therapy  if  they  intend  to  or 
do  become  pregnant. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 


ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
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Future  Meetings 


January 

Ophthalmology  Clinical  Conference, 

U.  of  la.,  Coll,  of  Med.,  Iowa  City, 
IA,  Jan.  5.  AMA  & AAFP  credits. 
Contact:  Richard  Caplan,  M.D., 
Assoc.  Dean  for  Con.  Med.  Ed., 
U.  of  Iowa,  Coll,  of  Med.,  Iowa 
City,  IA  52242. 

The  Second  Mid-Winter  Virgin  Islands 
Clinical  Conference,  Buccaneer 
Hotel,  St.  Croix  by  the  Sea  Hotel, 
Virgin  Islands,  Jan.  13-15.  14  hrs. 
Category  I AMA  credits.  Contact: 
James  S.  Glenn,  M.D.,  US  Virgin 
Islands  Med.  Society,  P.O.  Box  520, 
Christiansted,  St.  Croix,  US  Virgin 
Islands  00820. 

20th  Annual  Cardiac  Symposium, 

Am.  Heart  Assoc.,  AZ  Affiliate, 
Mountain  Shadows  Resort  Hotel, 
Scottsdale,  AZ,  Jan.  21-22.  12  hrs. 
AAFP  credits.  Tuition:  $60.  Con- 
tact: Am.  Heart  Assoc.,  AZ  Affili- 
ate, 1445  E.  Thomas  Rd.,  Phoenix, 
AZ  85014. 

1977  Practice  Management  and  Eco- 
nomic Seminar,  American  Profes- 
sional Practice  Association,  St.  Mo- 
ritz, Switzerland,  Jan.  21-29.  Con- 
tact: Am.  Prof.  Prac.  Assoc.,  292 
Madison  Ave.,  New  York,  NY 
10017. 


Cardiology  Today,  U.  of  Iowa,  Iowa 
City,  IA,  Jan.  24-27.  32  hrs.  AMA 
and  AFP  credits.  Tuition:  $200. 
Contact:  Carl  W.  White,  M.D., 
Dept,  of  Internal  Med.,  NT1018 
U.  Hosp.,  Iowa  City,  IA  52242. 

Mayo  Foundation  Outreach  Seminar, 
Pediatric  Infectious  Diseases,  Mc- 
Kennan  Hosp.  Aud.,  Sioux  Falls, 
SD,  Jan.  28-29.  Category  I credits. 
Contact:  Med.  Ed.  Off.,  McKen- 
nan  Hosp.,  Sioux  Falls,  SD  57101. 

Hypertension,  Louis  B.  Mayer  Aud., 
USC  Health  Sciences  Campus,  Los 
Angeles,  CA,  Jan.  29.  7 hrs.  AMA 
credits.  Contact:  Assoc.  Dean,  USC 
School  of  Med.,  Postgrad.  Div., 
2025  Zonal  Ave.,  Los  Angeles,  CA 
90033. 

1977  Symposium  on  New  Develop- 
ments in  Allergy  and  Immunology, 

Keystone  Ski  Resort,  Dillon,  CO, 
Jan.  31-Feb.  4.  Category  II  AMA 
credits.  Fee:  $125.  Contact:  Hyman 
Chai,  M.D.,  National  Asthma  Cen- 
ter, 1999  Julian  St.,  Denver,  CO 
80204. 


February 

Black  Hills  Winter  Seminar,  Holiday 
Inn,  Spearfish,  SD,  Feb.  3-5.  15 
hrs.  prescribed  AAFP  credits.  Con- 
tact: L.  H.  Amundson,  M.D.,  3001 
S.  Holly,  Sioux  Falls,  SD  57105. 


Supercourse,  three-part  course  on  re- 
spiratory care,  pulmonary  function 
and  pulmonary  pediatrics,  New  Or- 
leans, LA,  Feb.  7-11.  AMA  & 
AAFP  Category  I credits.  Contact: 
SD  Lung  Assoc.,  Room  510,  100 
N.  Phillips,  Sioux  Falls,  SD  57102. 

Sports  Medicine,  Louis  B.  Mayer 
Aud.,  USC  Health  Sciences  Cam- 
pus, Los  Angeles,  CA,  Feb.  10-11. 
14  hrs  AMA  credits.  Contact: 
Assoc.  Dean,  USC  School  of  Med., 
Postgrad.  Div.,  2025  Zonal  Ave., 
Los  Angeles,  CA  90033. 

Refresher  Course  for  the  Family  Phy- 
sician, U.  of  la..  Coll,  of  Med., 
Iowa  City,  IA,  Feb.  15-18.  AMA  & 
AAFP  credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for 
Con.  Med.  Ed.,  U.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  IA  52242. 

4th  Annual  Advances  in  Patient  Care, 

Maui  Surf  Hotel,  Hawaii,  Feb.  21- 
25.  24  hrs.  Category  I credits.  Con- 
tact: Program  Chrm.,  315  Univ. 
Dist.  Bldg.,  1107  N.E.  45th  St., 
Seattle,  WA  98105 

Thyroid  & Gastrointestinal  Surgery, 
Mayo  Foundation  Outreach  Semi- 
nar, McKennan  Hospital  Aud., 
Sioux  Falls,  SD,  Feb.  25-26.  Cate- 
gory I credits.  Contact:  Med.  Ed. 
Off.,  McKennan  Hosp.,  Sioux  Falls, 
SD  57101. 

(continued  on  page  22) 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


FORTY-EIGHT  YEAR  OTD  FEMALE  WITH  PERSISTENT 
ELEVATION  OF  SERUM  CALCIUM 


Benjamin  Ca.stleman,  M.D.* 

Discusser 


John  F.  Barlow.  M.D..  FCAP** 

Pathologist — Editor 


Case  No.  675173 

This  48  year  old  female  was  admitted  to  Sioux  Valley 
Hospital  for  persistent  elevation  of  the  serum  calcium  three 
years  after  having  had  a right  nephrectomy  for  renal  cell 
carcinoma. 

The  patient  had  been  seen  nine  months  prior  to  her  first 
admission  because  of  functional  bleeding.  Dilatation  and 
curettage  had  revealed  hyperplasia  of  the  endometrium. 
However,  an  abdominal  mass  had  been  discovered  which 
was  asymptomatic  at  that  time.  Excretory  urogram  showed 
marked  distortion  of  the  right  collecting  system.  A right 
nephrectomy  was  performed  and  the  pathology  report  was  a 
renal  cell  carcinoma  without  vein  or  capsular  invasion.  The 
patient’s  postoperative  course  was  satisfactory.  Significant 
chemical  findings  on  this  admission  included  a calcium  of 
10.8  mgs/dl  (normal  8.4-10.7  mgs/dl)  and  an  inorganic 
phosphorus  of  2.8  mgs/dl  (normal  2. 8-4. 5 mgs/dl).  The 
remainder  of  the  laboratory  tests  including  chest  examina- 
tion, 12  panel  survey  and  complete  blood  counts  were  with- 
in normal  limits.  Follow-up  examinations  on  an  out-patient 
basis  continued  to  reveal  multiple  elevated  values  for  serum 
calcium  and  reduced  values  for  serum  inorganic  phosphorus. 
One  serum  parathormone  determination  was  normal  and  a 
second  was  elevated  (see  Table  1).  Chest  films  continued  to 
be  unremarkable  including  oblique  views.  There  was  no 
family  history  to  suggest  endocrine  disease  and  the  patient 
had  no  other  significant  past  history  or  complaints  on  re- 
view of  systems. 

PHYSICAL  EXAMINATION:  well  oriented,  well  nour- 
ished, well  developed  white  female,  temperature  98.6° F, 
pulse  rate  82/minute  and  regular,  respirations  26/minute 
and  regular,  blood  pressure  158  systolic  and  108  diastolic, 
weight  116  lbs,  height  5T".  Examination  of  the  head  and 
neck  was  unremarkable.  There  were  no  palpable  masses  in 
the  neck.  The  lungs  were  clear  to  auscultation  and  percus- 
sion. The  breasts  were  normal.  The  heart  was  of  normal 
size  and  showed  a normal  sinus  rhythm.  There  was  a healed 
nephrectomy  scar  on  the  right  flank.  There  were  no  palpa- 
ble organs  or  masses  on  abdominal  examination.  Pelvic 


* Shattuck  Professor  of  Pathological  Anatomy,  Emeritus, 
Massachusetts  General  Hospital  and  Harvard  Medical 
School. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of  Health 
U.S.  Public  Health  Service. 


examination  and  neurologic  examination  were  within  normal 
limits 

LABORATORY  DATA:  urinalysis — yellow,  clear,  specific 
gravity  1.008,  pH  5.0,  negative  for  protein,  glucose,  and 
bile.  There  was  a moderate  amount  of  hemoglobin  and  a 
small  amount  of  ketones;  sediment  4-6  white  cells/hpf. 
Hemoglobin  13.4  gms/dl,  red  count  4.56  million/mm3, 
hematocrit  40  vols/dl,  mean  corpuscular  hemoglobin  29 
micromicrograms,  mean  corpuscular  volume  87  cubic  micra, 
mean  corpuscular  hemoglobin  concentration  33%.  Total 
leukocyte  count  6,000/mm3  with  62%  segmented  neutro- 
phils, 2%  eosinophils,  36%  lymphocytes.  The  platelets  were 
normal  in  number  and  morphology. 

The  red  cells  were  normocytic  and  normochromic. 
Erythrocyte  sedimentation  rate  was  26  mm/hr.  Two  venous 
blood  specimens  for  calcium  determination  were  drawn,  one 
was  9.3  mgs/dl  and  the  other  10.3  mgs/dl.  Inorganic 
phosphorus  determinations  were  2.3  mgs/dl  and  2.2  mgs/dl. 
24  hour  calcium  excretion  was  164  mgs/24  hr.  (normal 
50-300  mgs/24  hr),  urinary  inorganic  phosphorus  excretion 
was  574  mgs/24  hr  (normal  900-1300  mgs/24  hr).  A chest 
x-ray  showed  some  highly  questionable  changes  in  the  right 
lung  field  and  left  hilum.  An  operation  was  performed. 

Table  1 

CALCIUM  PHOSPHORUS 
(8.4-10.7  mgs/dl)  (2.8-4.5  mgs/dl) 


Preop  (Nov.  1972) 

10.8 

2.8 

Feb. 

1973 

11.7 

— 

Mar. 

1973 

11.9 

— 

June 

1973 

11.0 

1.9 

July 

1973 

Normal  parathormone 

Sept. 

1973 

11.5 

2.2 

Dec. 

1973 

11.5 

2.0 

Mar. 

1974 

11.4 

1.9 

June 

1974 

11.2 

2.7 

Sept. 

1974 

10.7 

2.1 

Dec. 

1974 

11.2 

2.4 

Mar. 

1975 

12.4 

3.2 

June 

1975 

10.6 

2.5 

Sept. 

1975 

11.5 

2.2 

Dec. 

1975 

12.0 

2.7 

Parathormone  2.9 
(normal  0-1.5) 

Jan.  1976  - operation 


DR.  BARLOW:  It  is  with  particular  pleasure  today 
that  I stand  here  to  introduce  the  case  discusser.  Dr. 
Benjamin  Castleman  has  many  titles;  he  is  the 
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Shattuck  Professor  of  Pathological  Anatomy,  Emeri- 
tus at  Harvard  Medical  School  and  former  Chief  of 
the  Pathology  Department  of  the  Massachusetts 
General  Hospital.  He  is  past  president  of  the  Interna- 
tional Academy  of  Pathology  and  Past  Medical  Di- 
rector of  the  Massachusetts  General  Hospital.  I am 
sure  he  is  best  known  to  you  as  the  editor  of  the 
Clinicopathological  Conferences  which  have  ap- 
peared in  the  New  England  Journal  for  many  years. 
Three  of  us  have  had  the  privilege  of  being  his 
former  residents — myself,  Dean  Karl  Wegner,  and 
Richard  Jaqua. 

DR.  CASTLEMAN:  This  is  a fine  experience  for 
me  and  it  is  rare  that  I come  to  an  institution  where 
three  of  my  former  residents  are  present  and  func- 
tioning in  a style  of  which  I entirely  approve. 

Before  1 discuss  this  case  Dr.  Barlow  suggested 
that  I give  a short  history  of  the  clinical  pathological 
conference.  Although  we  now  take  the  CPC’s  as  one 
of  the  usual  methods  of  teaching,  at  one  time  this 
was  not  true.  In  1902,  Walter  Cannon,  who  later  be- 
came a distinguished  physiologist,  was  a third  year 
medical  student  living  in  Cambridge,  Massachusetts, 
and  roomed  with  a student  from  the  Harvard  Law 
School  by  the  name  of  Mr.  Olds  who  later  became  a 
Justice  of  the  World  Court  at  the  Hague.  Mr.  Olds 
used  to  return  in  the  evenings  and  be  excited  in  tell- 
ing Cannon  of  the  many  cases  of  law  which  they  had 
recently  discussed  at  the  law  school.  This  situation 
arose  because  President  Elliot  of  Harvard  had  ap- 
pointed Dean  Langdell  who  had  introduced  the  case 
method  of  teaching  law  at  Harvard  Law  School  in 
the  late  1800’s.  Prior  to  that  time,  law  had  been 
taught  as  a series  of  didactic  lectures.  Dean  Langdell 
insisted  that  each  professor  use  this  case  method  of 
teaching.  Several  law  professors  resigned  rather  than 
teach  law  in  this  manner.  Dr,  Cannon  used  to  return 
to  his  room  in  a rather  depressed  state  after  listening 
to  hours  of  didactic  lecture  and  wondered  why  medi- 
cine could  not  be  taught  by  the  case  method.  A year 
later,  Cannon  presented  a paper  concerning  the  case 
method  of  teaching  in  medicine  at  a meeting  chaired 
by  President  Elliot.  In  the  audience  was  Richard 
Cabot  who  was  a real  entreprenuer  and  who  seized 
upon  the  idea  of  the  case  method  of  teaching  medi- 
cine. It  was  he  who  put  it  into  practice.  You  perhaps 
have  heard  the  CPC’s  referred  to  as  the  Cabot  cases. 
He  introduced  the  CPC  by  selecting  a medical  chart 
from  a patient  who  had  been  autopsied.  He  had  his 
secretary  prepare  a brief  abstract  of  the  clinical  his- 
tory. He  would  then  discuss  the  case  extemporane- 
ously, presenting  a differential  diagnosis,  and  predict 
the  necropsy  findings.  In  addition,  Cabot  had  a 
course  in  internal  medicine  which  he  gave  each  sum- 


mer to  a group  of  physicians  who  came  from  all  over 
New  England.  He  introduced  the  CPC  to  them. 
Many  of  these  physicians  when  they  returned  home 
wrote  in  and  asked  for  clinical  abstracts  of  cases  that 
he  was  to  discuss  and  then  a week  later  asked  for 
his  discussion  of  these  cases  which  had  been  given  to 
the  medical  students.  These  cases  were  originally 
published  by  the  Massachusetts  General  Hospital 
and  in  the  mid  1920’s  by  the  BOSTON  MEDICAL 
AND  SURGICAL  JOURNAL  which  has  become 
the  present  NEW  ENGLAND  JOURNAL  OF 
MEDICINE. 

When  I first  received  this  protocol,  I thought  I 
was  just  going  to  discuss  the  pathology.  However,  I 
have  been  informed  that  I am  to  be  the  clinician  al- 
so. Originally,  the  protocol  said  that  the  patient  had 
a renal  cell  carcinoma  removed  eight  months  pre- 
viously. However,  Dr.  Barlow  has  told  me  that  the 
renal  cell  carcinoma  was  removed  three  years  pre- 
viously. This  makes  considerable  difference  to  the 
analysis  of  the  case.  The  patient  had  entered  for  a 
D & C and  an  abdominal  mass  was  found.  Subse- 
quent to  this,  a renal  cell  carcinoma  was  removed 
which  showed  no  invasion  of  the  renal  vein  or  cap- 
sule of  the  kidney.  At  the  time  of  the  operation,  the 
calcium  was  10.8  mgs/dl  which  is  slightly  elevated. 
The  phosphorus  was  at  the  lower  limit  of  normal  at 
2.8  mgs/dl. 

We  know  that  there  are  malignancies  which  pro- 
duce elevations  of  the  serum  calcium  in  the  absence 
of  metastatic  bone  disease.  Renal  cell  carcinoma  is 
one  of  the  most  common  to  do  so.  This,  of  course,  is 
in  the  absence  of  primary  hyperparathyroidism.  An 
example  of  this  condition  is  that  of  a woman  who 
entered  the  hospital  with  inability  to  stay  awake  ap- 
parently due  to  hypercalcemia.  The  serum  calcium 
climbed  as  high  as  14  mgs/dl.  She  was  followed  for 
two  weeks.  The  patient  then  underwent  a neck  ex- 
ploration for  hyperparathyroidism  and  four  normal 
glands  were  found.  The  patient  was  sent  to  a nursing 
home  where  one  day  she  complained  to  a physician 
about  hematuria.  It  is  interesting  to  note  that  she  did 
have  an  excretory  urogram  on  her  first  admission, 
but  the  patient  had  not  been  well  prepared  and  the 
radiologist  felt  he  could  not  adequately  evaluate  the 
film.  The  excretory  urogram  was  repeated  after  bet- 
ter preparation  and  a renal  tumor  was  found.  After 
removal  of  the  tumor,  the  patient’s  calcium  and 
phosphorus  returned  to  normal.  This  case,  which  was 
many  years  ago,  illustrates  the  dramatic  drop  in 
calcium  that  occurs  after  resection  of  a renal  tumor 
which  is  secreting  a parathyroid  hormone-like  sub- 
stance. Incidentally,  it  is  now  felt  that  the  hormone- 
like substance  is  one  of  the  prostaglandins  secreted 
by  these  tumors  causing  the  hypercalcemia.  In  the 
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patient  we  are  discussing,  in  the  absence  of  meta- 
static disease,  one  would  have  expected  the  calcium 
to  drop  dramatically  if  the  hypercalcemia  had  been 
due  to  renal  tumor. 

Although  renal  cell  carcinomas  are  the  most  com- 
mon neoplasms  associated  with  this  type  of  hyper- 
calcemia, squamous  cell  carcinomas  of  the  lung  are 
the  second  most  common  tumor  It  is  interesting  that 
oat  cell  carcinomas  of  the  lungs  do  not  produce  this 
syndrome.  Occasionally,  this  same  syndrome  can  be 
produced  by  a wide  variety  of  carcinomas.  In  cases 
of  hypercalcemia  secondary  to  tumor  that  I have 
studied,  the  parathyroids  have  been  normal  but 
histologic  sections  of  bone  showed  beginning  resorp- 
tion similar  to  that  seen  in  hyperparathyroidism.  It  is 
interesting  that  in  1940  Dr.  Fuller  Albright  sug- 
gested, in  a case  of  renal  cell  carcinoma  with  hy- 
percalcemia, that  the  tumor  might  be  producing  a 
parathormone-like  substance.  He  discussed  this  case 
in  a CPC  and  I can  remember  sending  samples  of 
this  tumor  to  Dr.  Collip  in  Canada  for  a crude 
bioassay  of  parathyroid  hormone.  It  was  not  until 
some  years  later  that  Dr.  Albright’s  predictions  were 
confirmed. 

In  regard  to  our  case  today,  I have  tried  to  show 
that  hypercalcemia  secondary  to  the  renal  cell  car- 
cinoma is  ruled  out  by  the  fact  that  her  calcium  did 
not  drop  after  the  removal  of  the  renal  tumor  in  the 
absence  of  demonstrable  metastases.  One  can  see 
from  Table  1 that  the  calcium  did  not  drop  but  re- 
mained elevated  over  a three  year  period.  In  addi- 
tion, the  patient  had  one  slightly  elevated  level  of 
parathormone  and  had  consistently  depressed  phos- 
phorus values.  These  findings  are  certainly  consistent 
with  mild  but  definite  hyperparathyroidism.  The 
long  three  year  course  also  would  tend  to  rule  out 
metastatic  renal  cell  carcinoma  as  producing  this 
syndrome  particularly  since  the  calciums  did  not 
progressively  rise  and  there  is  no  evidence  of  meta- 
static disease  by  chest  x-ray  or  clinically. 

The  degree  of  the  hyperparathyroidism  must  have 
been  mild  as  the  patient  had  no  documented  hyper- 
calciuria  and  no  formation  of  renal  calculi.  There 
were  no  mental  symptoms  and  no  other  constitu- 
tional symptoms.  I could  ask  at  this  point  why  the 
surgeon  waited  three  years  before  operation  was  un- 
dertaken. I have  no  criticism  of  waiting  this  period 
of  time;  in  fact,  in  view  of  some  recent  re-evaluation 
of  this  disease,  I wonder  whether  neck  exploration 
was  indicated.  I realize  this  is  a controversial  point 
and  I will  try  to  explain  my  position.  At  the  Mayo 
Clinic,  at  the  MGH,  and  in  San  Francisco  patients 
with  mild  elevations  of  calcium  in  the  absence  of 
signs  and  symptoms  of  hyperparathyroidism  are 
being  followed.  These  cases  were  detected  by  routine 


calcium  determinations,  usually  as  part  of  a SMA  12 
type  of  biochemical  profile. 

In  the  Mayo  series  on  a two  year  follow-up  they 
have  operated  on  approximately  20%  of  these 
patients  because  of  the  development  of  symptoms. 
This  emphasizes  the  fact  that  in  many  cases,  hyper- 
parathyroidism is  not  a surgical  emergency.  This  is 
well  demonstrated  in  our  case  which  has  a docu- 
mented follow-up  over  a three  year  period  during 
which  the  patient  developed  no  serious  symptoms. 
Certainly,  we  do  not  have  the  final  data  on  the 
natural  history  of  cases  of  hyperparathyroidism  but 
I am  leaning  toward  the  conclusion  that  many  pa- 
tients may  live  very  comfortably  with  mild  hyper- 
parathyroidism. When  the  patient  does  develop  a 
complication,  then  an  operation  is  indicated.  There 
is  always  some  concern  whether  the  patient  may  de- 
velop renal  insufficiency  from  hypercalcemia.  How- 
ever, there  have  been  very  few  documented  cases  of 
this  complication. 

Another  important  point  about  hyperparathyroid- 
ism is  that  there  is  an  excellent  correlation  between 
the  volume  of  parathyroid  tissue  and  height  of  the 
serum  calcium.  There  is  also  excellent  correlation 
between  the  amount  of  parathyroid  tissue  with  the 
height  of  the  parathormone  level.  This  means  that  in 
the  early  cases  when  the  calcium  is  not  very  elevated, 
the  chances  of  finding  a large  adenoma  at  operation 
are  not  very  good.  If  the  patient  has  chief  cell  hyper- 
plasia, the  glands  may  not  be  enlarged  over  normal 
size  but  may  only  be  hyperplastic  histologically. 
This  means  that  the  surgeon  must  search  much 
harder  to  find  the  adenoma  or  hyperplastic  glands. 
Since  the  glands  or  the  adenoma  are  not  very  large, 
it  may  be  impossible  to  tell  grossly  whether  the 
gland  is  affected  and  it  may  be  extremely  hard  for 
the  pathologist  to  be  sure  of  the  diagnosis.  This  can 
lead  to  prolonged  surgical  procedures.  Parathyroid 
surgery  can  be  extremely  difficult,  especially  so,  if 
the  surgeon  is  not  performing  these  operations  fre- 
quently. 

Therefore,  I predicted  before  I saw  the  slides  or 
knew  the  operative  findings  that  our  patient  today 
would  not  have  hypercalcemia  secondary  to  her 
renal  tumor  and  would  have  hyperparathyroidism 
but  the  amount  of  abnormal  parathyroid  tissue 
would  not  be  great.  The  hyperparathyroidism  could 
have  been  caused  by  a small  adenoma  or  a mild 
primary  chief  cell  hyperplasia.  I will  now  ask  Dr. 
Barlow  to  tell  you  about  some  of  the  slides  he 
showed  to  me  and  the  operative  findings. 

DR.  BARLOW:  A neck  exploration  was  performed. 
At  the  left  lower  pole  of  the  thyroid  gland,  a 330  mg 
nodular  parathyroid  mass  was  removed.  (Fig.  1)  In 
one  area  there  was  what  could  have  been  described 
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as  a compressed  area  of  normal  parathyroid  but  as 
some  authors  have  pointed  out  a compressed  normal 
parathyroid  rim  can  be  simulated  by  primary  chief 
cell  hyperplasia.  Since  one  can  rarely  be  sure  on 
examination  of  a single  gland  whether  the  patient 
has  a parathyroid  adenoma  or  primary  chief  cell 
hyperplasia,  I told  the  surgeon  that  one  of  these  two 
had  to  be  present  and  that  I would  like  to  see  an- 
other parathyroid  gland. 


Figure  1 

Periphery  of  largest  parathyroid  gland  with  questionable 
remnants  of  parathyroid.  This  picture  can  be  confused  with 
a true  adenoma. 

DR.  CASTLEMAN:  The  nodular  pattern  which 
Dr.  Barlow  has  illustrated  is  characteristic  of  pri- 
mary chief  cell  hyperplasia.  However,  adenomas  can 
be  nodular  also  and  one  cannot  differentiate  an 
adenoma  from  hyperplasia  from  a single  gland. 

DR.  BARLOW:  I therefore  asked  for  a second 
gland  and  the  left  upper  parathyroid  gland  was  re- 
moved. This  weighed  33  mgs  and  the  following 
photomicrograph  (Fig.  2)  shows  this  gland  which  I 
thought  represented  primary  chief  cell  hyperplasia. 


Figure  2 

Second  hyperplastic  parathyroid  gland  showing  no  fat. 
Spaces  are  gland  like  spaces. 


I,  therefore,  suggested  that  a third  gland  be  removed. 
If  indeed  the  second  gland  had  been  normal  as  evi- 
denced by  a normal  amount  of  fat,  I would  have  felt 
comfortable  that  the  first  lesion  was  a primary 
parathyroid  adenoma  and  the  exploration  could 
have  been  ended.  However,  the  second  gland 
showed  a reduced  amount  of  fat.  Therefore,  I 
thought  that  the  two  glands  in  the  opposite  neck  also 
should  be  hyperplastic. 

DR.  CASTLEMAN:  I might  point  out  that  the  sec- 
ond biopsy  does  indeed  show  hyperplasia  although 
all  of  the  fat  was  not  replaced.  If  a couple  more 
years  had  gone  by,  I suspect  this  would  have  shown 
even  more  definite  hyperplasia. 

DR.  BARLOW:  Because  I made  a diagnosis  of 
hyperplasia  on  the  second  biopsy,  the  surgeon  was 
obliged  to  perform  a right  neck  exploration.  Half  of 
the  right  upper  parathyroid  gland  was  sent  for  ex- 
amination. This  is  a section  of  the  third  gland 
(Fig.  3),  I interpreted  it  on  the  frozen  section  as 
mild  hyperplasia.  However,  later,  on  permanent  sec- 
tions, I thought  this  was  a normal  gland.  In  primary 
chief  cell  hyperplasia,  this  should  not  be  the  case 
and  this  is  why  I am  having  Dr.  Castleman  discuss  this 
case  and  why  I presented  the  case  as  I did  showing 
him  the  slides  before  the  discussion.  He  will  explain 
to  you  now  his  explanation  of  my  dilemma.  At  any 
rate,  the  surgeon  because  I had  made  the  diagnosis 
of  hyperplasia  and  because  the  usual  treatment  of 
this  is  the  removal  of  3V2  glands  attempted  unsuc- 
cessfully to  find  the  right  lower  gland.  The  explora- 
tion was  ended  at  this  point.  Two  and  one  half  total 
glands  were  removed. 


Figure  3 

Fragments  of  fourth  gland  showing  apparent  abundant  fat. 

DR.  CASTLEMAN:  I believe  this  is  a case  of  pri- 
mary chief  cell  hyperplasia.  On  reviewing  the  opera- 
tive reports  I noted  that,  indeed,  what  happened  was 
that  only  one-half  of  the  right  upper  parathyroid 
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was  removed.  I am  sure  the  surgeon  had  every  in- 
tention of  removing  3 Vi  glands  but  could  not  find 
the  right  lower  parathyroid  gland.  If  only  one-half 
of  the  gland  is  removed,  I have  noted  in  cases  of 
primary  chief  cell  hyperplasia  that  a portion  of  the 
gland  may  show  hyperplasia  but  another  portion 
may  appear  normal.  I think  this  is  the  explanation 
for  the  apparently  “normal”  biopsy  on  the  third 
parathyroid  gland. 

I therefore  believe  the  patient  had  primary  chief 
cell  hyperplasia  and  that  the  operation  that  was  per- 
formed should  have  sufficed  to  reduce  her  calcium 
to  normal.  Is  this  the  case? 

*DR.  JOHN  HOSKINS:  Yes,  the  calcium  is  10.3 
mgs/dl. 

DR.  CASTLEMAN:  Was  this  decrease  immediately 
after  surgery? 

DR.  HOSKINS:  Yes. 

DR.  CASTLEMAN:  I would  be  interested  to  see  if 
the  calcium  level  stays  normal.  I think  it  will. 

Dr.  Benjamin  Castleman’s  Diagnosis 

Primary  Chief  Cell  Hyperplasia 

DR.  CASTLEMAN:  John  asked  me  to  review  the 
whole  spectrum  of  hyperparathyroid  disease  to  bring 
this  case  into  perspective.  In  our  series  of  over  700 
cases  85%  of  cases  of  hyperparathyroidism  are  due 
to  a single  gland  enlargement.  This  immediately 
negates  the  policy  which  was  started  in  St.  Louis  and 
has  been  perpetuated  in  Chicago  suggesting  that  all 
cases  of  primary  hyperparathyroidism  should  be 
treated  by  the  removal  of  3!/2  glands.  This  approach 
is  predicated  on  the  theory  that  neither  the  surgeon 
nor  the  pathologist  can  always  recognize  the  dif- 
ference between  an  adenoma  and  hyperplasia.  The 
removal  of  31/2  glands  will  ensure  that  the  patient 
will  not  have  recurrent  hyperparathyroidism  but 
many  of  these  patients  end  up  with  hypoparathy- 
roidism. Indeed,  hyperplastic  glands  may  not  be 
grossly  enlarged  as  illustrated  in  this  case.  In  fact,  a 
few  cases  which  we  called  double  adenomas  in  the 
past  probably  represented  chief  cell  hyperplasia 
where  the  other  two  glands  were  either  not  examined 
or  were  biopsied  and  showed  normal  sized  glands 
with  minimal  hyperplasia.  In  approximately  50%  of 
the  cases  of  primary  chief  cell  hyperplasia,  only  one 
or  two  glands  are  markedly  enlarged.  However,  the 
important  point  is  that  if  the  major  amount  of  tissue 
is  removed,  the  patient  will  often  have  a long  remis- 
sion even  if  chief  cell  hyperplasia  is  still  present.  In 
this  particular  case,  I think  that  the  gland  that  was 
not  found  is  probably  quite  small  and  it  will  not 
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have  much  affect  on  the  natural  history  of  her 
disease  process.  Even  if  ten  years  from  now  this 
gland  becomes  larger  and  the  patient  has  recurrent 
hyperparathyroidism,  we  know  that  it  is  the  right 
lower  gland  that  is  probably  involved  and  at  that 
time  it  can  be  removed  without  general  exploration 
of  the  neck.  This  gland  may  well  be  located  in  the 
thymic  tongue  that  often  can  be  reached  from  the 
lower  neck  rather  than  by  exploration  of  the  medias- 
tinum. 

In  our  series,  only  15%  of  the  cases  of  hyper- 
parathyroidism are  due  to  chief  cell  hyperplasia. 
This  figure  is  the  same  in  many  other  institutions.  If 
this  is  true,  then  there  is  no  reason  to  do  a IVi  gland 
operation  routinely  since  85%  of  the  cases  will  not 
be  benefited  by  this  and  can  be  harmed  because 
hypoparathyroidism  can  be  produced  by  extensive 
parathyroid  resection.  In  about  20%  of  the  cases  of 
adenomas,  there  is  a compressed  remnant  of  normal 
parathyroid  separated  by  a fibrous  capsule  from 
the  neoplasm.  If  the  surgeon  or  pathologist  can 
recognize  this,  it  is  certainly  of  great  help  in  di- 
agnosing a parathyroid  adenoma.  However,  since 
most  of  the  adenomas  will  not  have  this  rim  of  nor- 
mal gland,  it  is  mandatory  to  examine  a second 
gland  to  exclude  chief  cell  hyperplasia. 

With  respect  to  preoperative  localization  Dr. 
Wang1  - feels  that  esophageal  cine-esophagography 
is  the  best  way  to  locate  a parathyroid  lesion  since 
the  larger  tumors,  over  2 cm,  can  be  seen  indenting 
the  esophagus.  The  procedure  is  particularly  helpful 
on  reoperations  for  hyperparathyroidism  especially 
if  the  calcium  is  markedly  elevated  due  to  a marked- 
ly enlarged  gland.  Occasionally  an  angiogram  may 
be  helpful  in  localizing  an  adenoma.  The  selective 
studies  with  venous  sampling  for  parathyroid  hor- 
mone have  not  been  particularly  helpful  in  Dr. 
Wang’s  experience  and  are  very  time  consuming. 
There  would  be  no  reason,  for  instance,  to  do  a 
venous  catheterization  and  localization  study  in  this 
patient  if  she  were  to  develop  recurrent  hyper- 
parathyroidism. The  recurrence  will  probably  be  in 
the  right  lower  gland. 

Carcinomas  of  the  parathyroid  gland  cause  only 
3%  of  the  cases  of  hyperparathyroidism.  In  the  rare 
carcinoma  of  the  parathyroid,  the  surgeon  has  the 
best  chance  of  making  the  diagnosis  because  the 
tumor  is  poorly  encapsulated  and  infiltrates  sur- 
rounding tissue.  These  tumors  are  often  white  and 
have  a fibrous  stroma.  However,  it  can  be  difficult 
histologically  to  recognize  parathyroid  carcinomas. 
Mitotic  figures  can  be  present.  About  one-half  of 
the  parathyroid  carcinomas  are  cured  by  surgery, 
but  the  other  half  develop  recurrent  parathyroid 
disease  and  die.  Death  is  not  secondary  to  malignant 
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spread  of  the  tumor  but  from  the  severe  complica- 
tions of  hyperparathyroidism. 

Now  that  I have  discussed  parathyroid  adenomas 
which  are  very  common  and  the  rare  parathyroid 
carcinomas,  I will  touch  a bit  on  parathyroid  hyper- 
plasia. The  most  common  type  by  far  is  primary 
chief  cell  hyperplasia.  The  clear  cell  hyperplasias 
seen  in  previous  years,  for  some  unexplained  reason, 
seems  to  be  almost  completely  disappearing.  As  I 
have  pointed  out,  primary  chief  cell  hyperplasia 
rarely  has  all  four  glands  equally  enlarged.  Very 
often  there  is  only  one  gland  that  is  markedly  en- 
larged. The  other  glands  may  be  slightly  enlarged  or 
normal  in  size.  However,  they  all  still  show  hyper- 
plasia histologically.  It  is  for  this  reason  that  usually 
at  least  two  glands  should  be  examined  histological- 
ly. I think  the  whole  gland  should  be  removed 
and  be  sectioned  so  that  you  do  not  get  into  the 
situation  that  Dr.  Barlow  did  when  he  received  a 
portion  of  the  gland  that  does  not  show  the  hyper- 
plasia. 

There  is  perhaps  one  exception  to  the  approach  I 
have  outlined.  In  the  familial  or  multiple  endocrine 
syndromes  type  I (pituitary,  pancreatic,  and  para- 
thyroid hyperfunction)  or  type  II  (medullary  car- 
cinoma of  the  thyroid  associated  with  hyperparathy- 
roidism and  bilateral  pheochromocytomas),  the 
cause  of  the  hyperparathyroidism  is  almost  always 
chief  cell  hyperplasia. 

*DR.  BARRY  PITT-HART:  In  those  cases  of 
primary  chief  cell  hyperplasia  in  which  only  one  or 
two  glands  have  been  removed  and  the  smaller 
glands  are  left  behind,  what  is  the  incidence  of  re- 
current hyperparathyroidism? 

DR.  CASTLEMAN:  I think  it  is  very  rare  but 
more  follow-up  data  is  needed. 

**DR.  LEIGHTON  JUMP:  What  is  the  incidence 
of  hypoparathyroidism  after  3 Vi  glands  are  re- 
moved? 

DR.  CASTLEMAN:  I am  not  sure  I can  give  you 
those  figures.  However,  the  blood  supply  can  be 
damaged  when  there  is  bisection  of  the  fourth 
gland,  especially  when  it  is  normal  sized  or  very 
slightly  enlarged. 

DR.  BARLOW:  Thank  you  very  much.  I hope  we 
have  all  profited  from  this  talk. 
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with  full-time  staff  specialists... consult  with  visiting  staff... attend 
clinics,  conferences  or  ward  rounds. 

Demanding... stimulating. ..gratifying. That’s  Navy  medicine. 

A chance  to  practice  in  a group-practice  setting  where  you'll  work  with 
some  of  the  most  capable,  dedicated  professionals  any  where...  share 
in  an  exciting  life-style  that’s  uniquely  Navy... find  all  the  ingredients 
that  make  for  personal  and  professional  fulfillment. 

For  more  information  talk  to  your  local  Navy  Medical  Recruiter. 


Navy  Officer  Programs 
6910  Pacific  St 0 
Omaha,  Ne.  68106 
Ph.  402-221-9386 


It  pays  to  look  into  Navy  Medicine. 
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President’s  P 


This  time  of  year,  all  of  us  are  looking  forward  to  a Merry  Christmas  and  a Happy  New  Year.  Some 
of  us  wonder  why  we  seem  to  be  unwilling  or  unable  to  carry  the  thoughts  and  lessons  underlying  this 
season  through  the  remainder  of  the  year  in  our  daily  activities,  thoughts  and  deeds. 

In  spite  of  our  ever  present  complaints  and  battles  against  government  intervention,  control  by  third  parties, 
and  the  ever  increasing  infringement  on  the  private  practice  of  medicine  by  non-medical  people,  we  should  all 
be  extremely  thankful.  I still  firmly  believe  that  our  own  localities,  our  State  and  our  country  is,  by  far,  the 
best  place  to  live  and  practice  medicine  in  the  world. 

As  I travel  our  state  and  nation  this  year,  I am  extremely  proud  to  have  the  privilege  and  honor  to  be 
associated  with  such  fine  colleagues  and  friends. 

Wishing  all  of  you  a very  happy,  productive,  and  satisfying  Holiday  Season,  and  an  unlimited  future  ahead. 


Sincerely, 

F.  D.  Leigh,  M.D.,  President 
South  Dakota  State  Medical  Association 
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SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Black  Hills  Winter  Seminar 

February  3 - 5,  1977.  Make  plans  to  attend! 


National  Hypertension  Medical  Knowledge  Self- 
Assessment  Program  for  Physicians 

This  CME  Program,  acceptable  for  40  prescribed 
hours,  AAFP,  is  now  being  readied  for  early  1977. 
The  program  has  been  made  possible  by  an  educa- 
tional grant  from  Smith  Kline  & French  Laboratories. 
If  you  care  to  participate  and  have  not  been  signed 
up  by  your  SKF  detailman,  please  write:  Program 
Director,  Health  Learning  Systems,  Inc.,  1455 
Broad  Street,  Bloomfield,  NJ  07003.  No  cost  to  you 
for  this  program. 


Do  You  Read  This  Page  Regularly? 

We  would  like  to  know  if  you  make  this  SDAFP 
page  part  of  your  monthly  reading  of  the  SOUTH 
DAKOTA  JOURNAL  OF  MEDICINE.  Please  call 
1-800-952-3628  toll  free  and  let  us  know  if  you 
“read  us”  regularly — call  whether  or  not  you  are 
an  SDAFP  member.  Thanks! 


Don’t  Rap  the  Rape — Editorial 

Some  tendencies  in  family  practice  today  are  to 
refer  undesirable  medical  situations.  This  may  come 
about  as  a result  of  our  lack  of  knowledge,  it  may 
be  a result  of  our  lack  of  concern,  or  because  we, 
as  family  practitioners,  do  not  want  to  become  in- 
volved with  a particular  type  of  medical  problem. 

It  has  come  to  my  attention  that  rape  victims  are 
being  referred  more  frequently  at  the  present  time. 
This  certainly  is  an  area  of  concern  to  the  family 
practitioner,  and  an  area  in  which  we  must  become 
involved.  There  is  seldom  a time  in  our  practice 
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when  our  patients  and  their  families  need  us  more 
than  in  a rape  situation.  If  we  are  to  continue  to 
refer  these  kinds  of  problems,  we  will,  by  our  own 
intent,  increase  the  limitations  of  our  abilities  and 
our  privileges. 

My  awareness  of  this  problem  has  come  about 
through  visitation  with  pathologists  who  have  in- 
dicated that  they  are  seeing  more  and  more  rape 
victims  being  referred  from  outlying  communities. 
If  it  is  a lack  of  understanding  and  knowledge  en- 
compassing the  examination  and  the  necessary  lab 
work,  I feel  this  can  be  corrected  and  should  be. 
If  it  is  because  we,  in  fact,  do  not  want  to  face  the 
possible  responsibilities  involved  in  a court  trial  or 
medical  legal  endeavors,  then  I think  we  should 
take  another  look  at  ourselves  and  our  philosophy 
towards  family  practice. 

We  must  become  involved  in  this  area  because 
of  the  family’s  need  for  support.  This  is  an  extremely 
emotional  time  for  one  of  your  patients  to  have  to 
endure  and  to  be  referred  to  a strange  doctor  in  a 
strange  town  does  nothing  but  increase  the  anxiety 
level  of  the  patient.  Examination  requires  nothing 
more  than  full  and  adequate  examination  of  the 
patient  and  a complete  pelvic  examination.  Studies 
that  are  indicated  include  a slide  for  sperm  and  an 
acid  phosphatase  which  can  be  done  easily  in  any 
small  laboratory  or  even  in  an  office  setting. 

Because  of  the  larger  number  of  referrals,  we  will 
make  every  effort  to  have  some  clinical  presentation 
for  interested  physicians  within  the  next  year  re- 
garding this  subject.  A simple  format  can  be  fol- 
lowed and  the  necessary  tests  done  by  us  as  family 
practitioners. 

Let’s  not  give  up  or  refer  those  problems  that 
definitely  relate  to  family  medicine. 

Jerry  L.  Walton,  M.D.,  Vice  President 
South  Dakota  Chapter,  American  Academy 
of  Family  Physicians 
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2nd  ANNUAL 

BLACK  HILLS  WINTER  SEMINAR 

ON  ORTHOPEDICS,  MEDICINE,  PEDIATRICS 

FEBRUARY  3,  4,  5,  1977 

NORTHERN  BLACK  HILLS  HOLIDAY  INN  & SOLAR  DOME,  SPEARFISH,  SO.  DAKOTA 

Hosted  By:  South  Dakota  Chapter  of  the  American  Academy  of  Family  Physicians;  South  Dakota 
Chapter  of  the  American  Academy  of  Pediatrics  and  the  Department  of  Pediatrics — Adolescent 
Medicine,  University  of  South  Dakota  School  of  Medicine. 

This  program  is  acceptable  for  15  prescribed  hours  by  the  American  Academy  of  Family  Physicians. 


Wednesday,  February  2,  1977 

8:00  p.m.  Registration 

Complimentary  Hot  Wine  at  Pool  Side 


Thursday,  February  3,  1977 
Morning  Session 
Michael  Brown,  M.D.,  Moderator 


7:00-7:30 

7:30-8:15 

8:15-9:00 

9:00-9:45 

9:45-5:30 


Registration 

M.  Thomas  Stillman,  M.D.,  FACP — 
Shake  Hands  With  the  Diagnosis. 
John  J.  Billion,  M.D. — Epiphyseal  and 
Articular  Fractures  in  Children. 

M.  Thomas  Stillman,  M.D. — Let's  Case 
the  Joint. 

Free  Time 


Evening  Session 
Gary  Welsh,  M.D.,  Moderator 


5:30-6:15 

Donald  W.  Humphreys,  M.D. — Bacte- 
rial Endocarditis — Newer  Concepts  in 
Diagnosis  and  Treatment. 

6:15-7:00 

Rodney  R.  Parry,  M.D. — Uses  and  Mis- 
uses of  IPPB. 

7:00-7:45 

Donald  W.  Humphreys,  M.D. —A/ewer 
Antibiotics,  Which  Ones  Should  1 Use 
Now? 

8:00 

No  Host  Buffet  Dinner — Cash  Bar — Hors 
d'oeuvres — Informal  Entertainment — 

Spouses  Invited 

Saturday,  February  5,  1977 
Morning  Session 
"The  Adolescent" 


Evening  Session 
Gerald  Herrin,  M.D.,  Moderator 

5:30-6:15  John  J.  Billion,  M.D. — Injuries  About 
the  Knee,  Diagnosis  and  Treatment 
Principles. 

6:15-7:00  M.  Thomas  Stillman,  M.D. — But  I Still 
Say  It  Looks  Like  RA. 

7:00-7:45  John  J.  Billion,  M.D. — Foot  and  Leg 

Deformities  of  Childhood. 

7:45  Complimentary  Hot  Wine  at  Pool  Side 

8:00  Board  Meeting,  South  Dakota  Chapter, 

American  Academy  of  Family  Physi- 
cians 


Friday,  February  4,  1977 
Morning  Session 
David  Smith,  M.D.,  Moderator 

7:00-7:30  Registration 

7:30-8:15  Rodney  R.  Parry,  M.D. — Pulmonary 
Trauma-Management  of  Contusion, 
Flail  Chest  and  Shock  Lung. 

8:15-9:00  Donald  W.  Humphreys,  M.D. — Bacte- 
rial Pneumonia — A Rationale  for  Treat- 
ment. 

9:00-9:45  Rodney  R.  Parry,  M.D. — New  Drugs  in 
Respiratory  Disease-Bee  lorn  ethasone, 
Terbutaline  and  Sodium  Cromolyn. 

9:45-5:30  Free  Time 


N.  R.  Whitney,  M.D.,  Moderator 

7:30-8:00  Thomas  Aceto,  Jr.,  M.D. — Overview 

and  Questions. 

8:00-8:45  Charles  E.  Hollerman,  M.D. — Renal 

Diseases  Presenting  in  Adolescence. 
Single  Case  Presentation  and  Audience 
Discussion. 

8:45-9:00  Coffee  Break 

E.  H.  Heinrichs,  M.D.,  Moderator 

9:00-9:45  Gilbert  Thatcher,  M.D. — Hematologic 

Problems  with  Case  Presentation  and 
Audience  Discussion. 

9:45-10:30  Stanley  N.  Graven,  M.D.,  Ann  Wilson, 

Ph.D. — Teenagers  as  Parents.  Ques- 
tions. 

10:30-11:15  Thomas  Aceto,  Jr.,  M.D. — The  Short 
Teenager.  Case  Presentation  and  Au- 
dience Discussion. 

11:15-12:00  Gayle  V.  Nelson,  D.D.S. — Common 

Dental  Problems.  Questions. 

12:00-12:15  Coffee  Break 

David  Munson,  M.D.,  Moderator 

12:15-1:00  Carl  N.  Rutt,  M.D.,  Frank  Miller,  Ph.D. 

— Teenage  Behavior ; What  Is  Normal? 
Questions. 

1:00-1:45  Carroll  D.  Isburg,  M.D. — Headaches  in 

the  Teenager.  Case  Presentation  and 
Audience  Discussion. 


MAKE  PLANS  TO  ATTEND  NOW.  WRITE: 

BLACK  HILLS  WINTER  SEMINAR 

c/ o South  Dakota  State  Medical  Association  608  West  Avenue,  North  Sioux  Falls,  SD  57104 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 


Lecture  #14 

THE  TREATMENT  OF  CEPHALALGIA 


by 

George  C.  Flora,  M.D.* 


Patients  who  present  with  the  complaints  of 
“headaches”  are  numerous,  and  the  medical  care  is 
determined  by  the  “cause”  of  the  headache  when  it 
can  be  determined. 

When  treating  “headache”  which  is  due  to  eye 
strain,  the  prescription  of  corrective  lens  is  thera- 
peutic. 

“Headaches”  which  are  secondary  to  subacute 
sinus  infections  are  best  treated  by  avoidance  of 
tobacco  smoke,  by  the  utilization  of  humidity  in  the 
bedrooms  and  by  antibiotics  if  indicated. 

The  “headache”  which  is  “face  pain”  from  tem- 
poromandibular arthritis  is  best  treated  with  local 
corticoids  and  remedy  of  malocclusion.  “Headache” 
complaints  which  are  in  fact  “tic  douloureux”  are 
best  treated  with  Dilantin  which  is  initiated  at  above 
therapeutic  doses  for  control  of  pain  and  then 
promptly  reduced  to  therapeutic  level  (range  of  10- 
20  micrograms  percent  of  serum  levels)  by  the  third 
or  fifth  day.  Tegretol,  a more  toxic  substance  is  also 
useful  in  this  disorder,  if  Dilantin  fails. 

The  “headache”  complaints  which  develop  with 
deficit-producing  intracranial  mass  lesions  are  infre- 
quent, but  the  care  and  handling  of  “brain  tumor” 
is  familiar  to  all  clinicians. 

The  headache  which  follows  true  cerebral  trauma 
is  associated  with  impairment  of  concentration,  po- 
sitional vertigo,  and  characterized  by  a rapidly  im- 
proving course,  and  is  difficult  to  treat.  During  peri- 
ods of  greatest  severity,  high  therapeutic  levels  of 
salicylates  administered  in  the  dosage  of  40-50  grains 


*Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, V.A.  Center,  Sioux  Falls,  S.D. 


per  day  on  a regular  basis  is  beneficial.  If  this  does 
not  suffice  to  control  the  cephalagia,  then  restriction 
of  head  movement  with  enforced  bed  rest  and  the 
utilization  of  Codeine  over  periods  of  seven  to  four- 
teen days  is  beneficial. 

The  headache  which  accompanies  meningitis  and 
meningoencephalitis  is  severe  and  during  the 
active  phase  of  the  disorder  often  requires  nar- 
cotics for  control.  Codeine,  one  grain,  q.  4 hours, 
may  often  appear  more  beneficial  than  stronger 
narcotics.  Treatment  of  the  primary  infection  with 
appropriate  antibiotics  produces  prompt  relief  or 
control  of  viral  infection  by  the  body’s  own  processes 
makes  this  a self-limiting  disorder. 

The  above  types  of  “headache”  comprise  a small 
percentage  of  those  which  the  physician  is  required 
to  treat.  The  majority  of  headache  problems  are 
related  to  muscle  tension  phenomenon.  Con- 
tinued contraction  of  the  cervical  paravertebral  mus- 
cle mass  produces  “headache”  which  often  has  two 
points  of  discomfort,  one  in  the  neck  or  back  of 
head,  and  a second  over  the  eyes.  The  pain  is  often 
described  as  “bursting”  and  very  severe.  It  may  be 
associated  with  “visual”  complaints  and  “nausea 
and  vomiting”  much  like  migraine.  The  duration 
is  long,  being  continuous  for  days,  weeks,  or 
months.  It  is  not  unusual  to  have  patients  confined 
to  their  bed  for  the  greater  portion  of  the  time  for 
one  to  four  weeks  prior  to  their  visit  to  the  doctor. 
This  type  of  cephalalgia  and  lesser  degrees  of  it 
respond  to  alleviation  of  the  cause.  The  cause  is  con- 
tinuous contraction  of  the  cervical  musculature.  Un- 
til this  musculature  relaxes,  the  cephalalgia  will  be 
unresponsive  to  most  analgesics  presently  available. 
On  the  other  hand,  once  the  etiology  of  the  discom- 
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fort  is  made  known  to  the  patient  and  relaxation  of 
the  neck  is  accomplished,  the  improvement  is  dra- 
matic. Technique  of  cervical  muscle  relaxation  does 
not  require  formal  instruction  or  mystical  technique, 
but  it  should  be  encouraged  on  an  hourly  basis  for 
a 15-30  second  period  for  the  initial  two  weeks. 
Following  that,  the  patient  becomes  aware  of  the 
relationship  of  neck  tension  to  headache  and  they 
abort  early  symptoms  with  relaxation.  A regular 
regimen  of  salicylates  increases  the  threshold  of  pain 
appreciation;  if  ASA  is  administered  in  dosages  of 
30-40  mg.  daily  for  two  months  during  the  learning 
of  the  relaxation  procedure,  it  is  beneficial.  This 
treatment  of  tension  headache  can  be  remarkably 
successful  even  though  the  etiology  of  the  tension 
state  is  obscure.  Inappropriate  response  to  normal 
fear  and  anger  emotions,  the  cause  of  this  “tension 
state”  generally,  may  be  dealt  with  if  the  patient  is 
receptive.  In  individuals  who  are  disabled  by  this 
condition,  it  is  advantageous  to  hospitalize,  separat- 
ing patient  from  the  stressful  environment,  for  a 
period  of  time  during  which  salicylate  levels  are 
brought  to  therapeutic  range  and  sedatives  are  ad- 
ministered. 

The  treatment  of  migraine  cephalalgia  is  essen- 
tially that  described  for  the  muscle  tension  type  pain. 
True  migraine  should  be  restricted  to  the  clinical  pic- 
ture of  an  alternating  hemicrania  (commencing  at  a 
young  age),  a heredito-familial  pattern,  and  should 
include  at  least  two  of  the  following:  1)  throbbing 
discomfort,  2)  definite  aura  or  prodramata  of  visual 


or  higher  function  type,  3)  short  duration,  coming  on 
during  a day  followed  by  sleep  with  a remission  pres- 
ent at  time  of  next  awakening,  4)  hypersensitivity  to 
all  sensory  input.  This  headache  can  be  quite  suc- 
cessfully aborted  by  ergot  preparations  and  their 
administration  is  recommended.  In  patients  who 
have  recurrent  bouts  of  migraine  which  interrupt 
productive  activity,  Sansert  does  decrease  the  fre- 
quency and  the  severity,  and  is  recommended.  A 
diagnosed  migraine  patient,  who  departs  from  his 
usual  pattern  and  is  severely  impaired  by  cephalalgia 
of  greater  duration  and  of  much  more  frequent  type, 
presents  a real  problem  to  the  treating  physician. 
This  individual  usually  represents  superimposed 
tension  cephalalgia  or  has  become  the  victim  of 
the  disease,  chemical  dependency.  Those  who  have 
the  superimposed  tension  state  will  respond  and 
revert  to  previous  headache  pattern  by  counseling  in 
relaxation  measures  with  some  help  in  handling  fear 
and  anger  in  their  daily  lives.  Those  who  have  de- 
veloped drug  dependency  must  be  recognized  early, 
and  in  this  group,  the  utilization  of  all  forms  of 
cerebrally  active  chemicals  including  ergot  prepara- 
tions must  be  religiously  avoided.  In  these,  however, 
muscle  relaxation  exercises  and  salicylates  with  coun- 
seling regarding  chemical  dependency  results  in 
prompt  and  satisfying  results.  The  most  disabled  of 
the  “migraine  problems”  fall  in  this  latter  group,  and 
those  able  to  improve  and  live  comfortably  on  "only 
aspirin”  will  amaze  most  practitioners. 


(continued  from  page  2) 

Seventh  Annual  Aspen  Radiology 
Conference,  Aspen  Institute  for 
Humanistic  Studies,  Aspen,  CO, 
Feb.  28-March  4.  Info:  Emanuel 
Salzman,  M.D.,  Div.  of  Radiology, 
Beth  Israel  Hosp.,  Denver,  CO 
80204. 

March 

30th  Annual  Symposium  on  Funda- 
mental Cancer  Research,  Shamrock 
Hilton  Hotel,  Houston,  TX,  March 
2-4.  Contact:  Stephen  C.  Stuyck, 
M.D.,  Anderson  Hosp.  & Tumor 
Institute,  H iston,  TX  77030. 

19th  Annual  Pharmacy  Congress,  St. 
John’s  U.,  Jamaica,  NY,  March  17. 
Contact:  St.  John’s  U.,  Grand  Cen- 
tral & Utopia  Pkwy,  Jamaica,  NY 
11439. 

Intensive  Review  of  Internal  Medi- 
cine, Louis  B.  Mayer  Aud.,  USC 
Health  Sciences  Campus,  Los  An- 
geles, CA,  Mar  2 1 -April  1.  60  hrs. 
AMA  credits.  Contact:  Assoc. 

Dean,  USC  School  of  Med.,  Post- 
grad. Div.,  2025  Zonal  Ave.,  Los 
Angeles,  CA  90033. 


19-city,  dosed  circuit  symposium  on 
Infant  Nutrition:  A Foundation  for 
Lasting  Health?,  sponsored  by  U. 
of  Iowa  Col.  of  Med.,  March  23. 
34  hrs.  Category  I credits.  Con- 
tact: Pat  Coleine,  Health  Learning 
Systems,  Inc.,  c/o  Health  Projects 
International,  Inc.,  200  Madison 
Ave.,  New  York,  NY  10016. 

Psychiatry  Update  for  Office  Prac- 
tice, U.  of  Minn.,  Minneapolis, 
MN,  March  24-25.  14  hrs.  credit. 
Info:  Off.  of  Con.  Med.  Ed.,  U.  of 
Minn.  Med.  School,  Box  293,  Mayo 
Mem.  Bldg.,  Minneapolis,  MN 

55455. 

Hypertension,  Mayo  Foundation  Out- 
reach Seminar,  McKennan  Hosp., 
Sioux  Falls,  SD,  March  25-26. 

Category  I credits.  Contact:  Med. 
Ed.  Off.,  McKennan  Hosp.,  Sioux 
Falls,  SD  57101. 

Cardiology  Today,  U.  of  Iowa,  Iowa 
City,  IA,  March  28-31.  AMA  and 
AAFP  Category  I credits.  Fee: 

$200.  Contact:  Carl  W.  White, 

M.D.,  Dept,  of  Internal  Med., 


NT1018  Univ.  Hosp.,  Iowa  City, 
IA  52242. 

April 

Office  Orthopedics,  Louis  E.  Mayer 
Auditorium,  USC  Health  Sciences 
Campus,  Los  Angeles,  CA,  April 
14-15.  14  hrs.  AMA  Category  I 
credits.  Contact:  Assoc.  Dean,  USC 
School  of  Med.,  Postgraduate  Div., 
2025  Zonal  Ave.,  Los  Angeles,  CA 
90033. 

Intensive  Review  of  Family  Practice, 

Louis  B.  Mayer  Aud.,  USC  Health 
Sciences  Campus,  Los  Angeles,  CA, 
April  18-29.  60  hrs.  Category  I 
credits.  Contact:  Assoc.  Dean,  USC 
School  of  Med.,  Postgrad.  Div., 
2025  Zonal  Ave.,  Los  Angeles,  CA 
90033. 

Mayo  Foundation  Outreach  Seminars, 

Current  Concepts  in  the  Treatment 
of  Athletic  Injuries,  McKennan 
Hosp.  Aud.,  Sioux  Falls,  SD,  April 
22-23.  Category  I AMA  credits. 
Contact:  Med.  Ed.  Off.,  McKennan 
Hosp.,  Sioux  Falls,  SD  57101. 


22 


SOUTH  DAKOTA 


9:30  A.  M. 
October  2,  1976 


COUNCIL  MEETING  MINUTES 


Ramada  Inn 
Sioux  Falls,  SD 


The  meeting  was  called  to  order  by  C.  L.  Swanson,  M.D., 
Chairman  of  the  Council.  Those  present  for  roll  call  were 
Drs.  Fred  Leigh,  James  Ryan,  Russell  Harris,  Joseph  Hamm, 
J.  T.  Elston,  C.  L.  Swanson,  Winston  Odland,  G.  E.  Tracy, 
David  Buchanan,  Harvard  Lewis,  Durward  Lang,  P.  K. 
Aspaas,  Duane  Reaney,  W.  E.  Jones,  R.  L.  Stiehl,  B.  C. 
Gerber,  A.  A.  Lampert,  Jr.,  W.  O.  Rossing,  N.  R.  Whitney, 
and  Joseph  Kass.  Dr.  Swanson  introduced  and  welcomed 
Dr.  Bob  Chloupek,  the  Director  of  Medical  Services,  State 
Health  Department. 

The  reading  of  the  minutes  of  the  previous  meeting  was 
dispensed  with  insamuch  as  they  were  previously  published. 
Dr.  Reaney  moved  that  the  Council  seat  the  following  new 
councilors:  R.  L.  Stiehl,  M.D.,  B.  C.  Gerber,  M.D.,  Roger 
Millea,  M.D.,  W.  E.  Jones,  M.D.,  and  alternate  councilors, 
A.  A.  Lampert,  Jr.,  M.D.  and  E.  P.  Sweet,  M.D.  The  motion 
was  seconded  and  carried. 

The  Council  reviewed  the  report  of  the  Commission  on 
Internal  Affairs,  Communications  and  Liaison. 

COMMISSION  ON  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 

9:30  A.M.  Airport  Holiday  Inn 

September  11,  1976  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  John  F.  Barlow, 
M.D.,  Chairman  of  the  Commission.  Present  for  roll  call 
were  Drs.  John  F.  Barlow,  W.  O.  Hanson,  Loren  Amund- 
son, R.  E.  Van  Demark,  Jay  Hubner,  C.  B.  Gwinn,  R.  E. 
Shaskey,  and  Lawrence  Finney.  The  reading  of  the  minutes 
of  the  previous  meeting  was  dispensed  with  inasmuch  as 
they  have  been  mailed  previously  to  each  Commission  mem- 
ber. 

The  Commission  reviewed  a handout  from  Dr.  L.  H. 
Amundson  concerning  the  SDSMA  student  scholarships. 
The  Commission  discussed  the  criteria  for  selecting  the 
award  and  financial  aid  committee  award  recipients.  The 
Commission  agreed  that  the  student  recipients  of  the  Associ- 
ation awards  should  be  in  good  scholastic  standing  but  must 
have  demonstrated  financial  need  in  order  to  receive  a 
scholarship.  It  was  requested  that  the  additional  clarification 
be  sent  to  the  USD  School  of  Medicine.  Dr.  Shaskey  moved 
that  the  three  awards  remain  at  $500  each.  The  motion  was 
seconded  and  carried. 

The  Commission  reviewed  the  financial  report  for  the 
month  of  August. 

The  Commission  reviewed  a letter  from  the  Auxiliary 
concerning  a name  change.  Dr.  Shaskey  moved  that  the 
South  Dakota  State  Medical  Association  approve  the 
change  made  at  the  1976  Annual  Meeting.  The  motion  was 
seconded  and  carried.  Dr.  Shaskey  moved  that  the  Com- 
mission recommend  to  the  Council  that  the  District  Medical 
Societies  be  encouraged  to  change  their  official  names  to 
“Association”  instead  of  “Society.”  The  motion  was  sec- 
onded and  carried. 

Next,  the  Commission  reviewed  a proposal  for  a Michael 
M.  Morrissey,  M.D.,  memorial  issue  of  the  South  Dakota 
Journal  of  Medicine.  Dr.  Amundson  moved  to  accept  the 
proposal  from  the  Morrissey  family  to  partially  underwrite 
the  cost  of  one  issue  per  year  as  a memorial  to  Dr.  Morris- 
sey. The  motion  was  seconded  and  carried. 

The  Commission  discussed  a commemorative  issue  of  the 
Journal  to  be  published  next  spring  when  the  first  four  year 
class  will  be  graduated.  It  was  suggested  that  a history  of 
the  medical  school  be  included  and  perhaps  alumni  be 
asked  to  contribute  papers.  Dr.  Van  Demark  stated  that  this 


project  is  being  handled  through  the  School  of  Medicine. 

The  Commission  discussed  retention  and  confidentiality 
of  medical  records  and  the  Talmadge  legislation  with  two 
representatives  of  the  South  Dakota  Hospital  Association, 
Frank  Drew  and  Henry  Morris.  It  was  suggested  that  a bill 
be  drafted  with  the  approval  of  the  Medical  and  Hospital 
Associations  on  the  retention  of  medical  records.  Dr. 
Shaskey  moved  that  this  matter  be  brought  to  the  attention 
of  the  Council  with  the  recommendation  that  we  enter  into 
negotiations  with  the  Hospital  Association.  The  motion  was 
seconded  and  carried.  A discussion  was  held  on  confi- 
dentiality and  admissability  of  medical  records.  Dr.  Gwinn 
moved  that  the  Commission  recommend  to  the  Council 
that  this  matter  be  studied  in  the  immediate  future;  that 
appropriate  steps  be  taken  to  alleviate  the  situation  through 
Legislation  as  a joint  effort  with  the  South  Dakota  Hospital 
Association.  The  motion  was  seconded  and  carried.  The 
Commission  discussed  various  sections  of  the  Talmadge  bill, 
many  of  which  are  very  controversial.  The  Commission 
recommended  that  members  of  SDSMA  become  familiar 
with  this  bill  as  it  goes  through  the  legislative  process. 

The  Commission  also  discussed  the  Definition  of  Death 
bill,  mandatory  continuing  education,  and  the  rewriting 
of  the  Certificate  of  Need  law. 

The  meeting  adjourned  at  11:45  a.m. 

The  Council  discussed  the  SDSMA  student  scholarship 
awards.  Dr.  Hamm  moved  that  the  Council  accept  the 
recommendation  of  the  Commission  to  award  three  $500 
scholarships  to  USD  medical  students  on  the  basis  of  good 
scholastic  standing  and  a demonstrated  financial  need.  The 
motion  was  seconded  by  Dr.  Ryan  and  carried. 

The  Council  discussed  the  proposal  to  change  the  names 
of  the  District  Medical  Societies  from  ‘Society”  to  “Associa- 
tion.” Dr.  Tracy  moved  that  the  Council  encourage  the 
Districts  to  change  their  name  from  “Society”  to  “Associa- 
tion.” The  motion  was  seconded  and  passed.  Vote:  8 for;  7 
against. 

Next  the  Council  discussed  the  proposal  for  a Michael  M. 
Morrissey,  M.D.  memorial  issue  of  the  South  Dakota 
Journal  of  Medicine.  Dr.  Whitney  moved  that  the  Council 
accept  the  recommendation  of  the  Commission  for  the 
Michael  M.  Morrissey  memorial  issue  of  the  Journal  for  a 
period  of  three  (3)  years.  The  motion  was  seconded  by  Dr. 
Buchanan  and  carried.  Dr.  Tracy  moved  that  the  editorial 
committee  discuss  with  the  Morrissey  family  appropriate 
ways  in  which  this  issue  may  be  planned.  The  motion  was 
seconded  by  Dr.  Lang  and  passed. 

The  Council  considered  that  section  of  the  report  per- 
taining to  the  Commission’s  discussion  with  representatives 
of  the  Hospital  Association.  Dr.  Harris  moved  that  the 
Council  accept  that  section  of  the  Commission’s  report 
recommending  the  Medical  Association  and  the  Hospital 
Association  work  together  to  draft  a bill  on  the  retention 
and  confidentiality  of  medical  records.  The  motion  was 
seconded  by  Dr.  Lampert.  Dr.  Ryan  moved  that  the  motion 
be  amended  to  state  that  the  Commission  on  Legislation 
and  Governmental  Relations  of  the  Medical  Association 
meet  with  representatives  of  the  Hospital  Association.  The 
motion  was  seconded  by  Dr.  Lampert  and  carried.  Dr. 
Odland  moved  that  the  motion  be  amended  further  to  direct 
the  Commission  on  Legislation  and  Governmental  Relations 
to  investigate  the  need  for  drafting  a bill  regarding  retention 
of  records  and  to  draft  a bill  regarding  the  confidentiality  of 
records.  The  motion  was  seconded  by  Dr.  Harris  and 
carried.  The  motion  as  amended  was  carried. 

The  Council  reviewed  the  report  of  the  Commission  on 
Scientific  Medicine. 
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MINUTES  OF  THE  MEETING  OF  THE 
COMMISSION  ON  SCIENTIFIC  MEDICINE 

1:30  P.M.  Holiday  Inn 

Saturday,  September  11,  1976  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  James  C.  Larson, 
M.D.,  Chairman  of  the  Commission.  Present  for  roll  call 
were  Drs.  Larson,  T.  A.  Angelos,  R.  R.  Thornton,  Larry 
Sittner,  A.  J.  Janusz,  Gene  Koob,  and  G.  R.  Bell. 

Dr.  Bell  moved  that  the  reading  of  the  minutes  of  the 
March  1976  meeting  be  dispensed  with  inasmuch  as  they 
have  been  published.  The  motion  was  seconded  and  carried. 

The  Commission  reviewed  the  June  28,  1976,  statement 
on  Mammographic  Examinations  released  by  the  American 
College  of  Radiology.  The  Commission  recommended  that 
this  statement  be  brought  to  the  attention  of  Dr.  JoAnn 
Haberman  in  view  of  the  number  of  mammograms  recom- 
mended in  her  program. 

The  Commission  reviewed  a letter  from  Mr.  Gerald 
McCutcheon,  Manager  of  the  Geigy  Symposia,  inviting  the 
South  Dakota  State  Medical  Association  to  share  full 
auspices  with  other  medical  groups  for  a Symposium  in 
1978  at  Lake  Tahoe  entitled,  “Diagnosis  and  Management 
of  Bronco-pulmonary  Diseases.”  Dr.  Janusz  moved  that  the 
Commission  recommend  to  the  Council  that  if  the  scientific 
program  of  this  Symposium  receives  AMA  Category  I 
credits  for  continuing  medical  education,  the  South  Dakota 
State  Medical  Association  lend  its  name  to  the  sponsorship 
of  the  meeting.  The  motion  was  seconded  and  carried. 

Dr.  Koob  reported  on  the  site  visit  for  AMA  Category  I 
accreditation  which  was  completed  at  Rapid  City  Regional 
Hospital  on  July  23.  He  stated  that  the  Rapid  City  Regional 
Hospital  has  received  accreditation  for  Category  I credits 
for  a period  of  three  years.  He  also  stated  that  McKennan 
Hospital,  Soux  Falls,  would  probably  be  the  next  institution 
in  South  Dakota  applying  for  such  accreditation.  The  Com- 
mission reviewed  a proposed  mailing  to  all  physicians  in 
South  Dakota  concerning  the  requirement  for  150  hours  of 
continuing  medical  education  in  order  to  maintain  member- 
ship in  the  State  Medical  Association  which  will  become  ef- 
fective in  1980.  The  Commission  approved  the  mailing  as 
presented  and  recommended  that  it  be  sent  to  South  Dakota 
physicians  in  the  near  future.  A discussion  was  held  on  the 
Conference  on  Continuing  Medical  Education  to  be  held  in 
Chicago,  October  5-7,  sponsored  by  the  American  Medical 
Association.  Dr.  Angelos  moved  that  the  Commission  rec- 
ommend that  Drs.  James  Larson  and  A.  J.  Janusz  attend 
this  conference  as  representatives  of  the  South  Dakota  State 
Medical  Association  and  that  the  Association  reimburse 
them  for  their  travel  expenses.  The  motion  was  seconded 
and  carried. 

The  Commission  discussed  the  participation  of  osteopathic 
physicians  in  the  annual  meeting.  Dr.  Koob  moved  that 
the  Commission  recommend  to  the  Council  that  we  invite 
the  osteopathic  physicians  in  South  Dakota  to  attend  our 
annual  meeting  including  the  social  functions,  as  well  as  the 
scientific  sessions,  if  they  so  desire.  Osteopathic  physicians 
will  then  be  charged  the  same  fee  as  South  Dakota  physi- 
cians attending  the  meeting.  The  motion  was  seconded  and 
carried. 

The  Commission  discussed  a proposal  that  the  scientific 
portion  of  the  annual  meeting  be  increased  to  provide 
eleven  hours  of  continuing  medical  education.  This  would 
mean  that  the  annual  meeting  would  begin  on  Thursday 
morning  and  conclude  at  noon  on  Sunday.  A suggested 
format  would  be  as  follows: 

Wednesday  night — June  1 

Council  Meeting  and  Dinner 

Thursday,  June  2 

8  a.m.-12  noon — Business  Meetings 

1 p.m.-5  p.m.  Scientific  Meetings 


7 p.m. — Separate  Association  and  Auxiliary  cocktail 

parties 
Joint  Buffet 
Friday,  June  3 

8 a.m.-12  noon — Business  Meetings 

Blue  Shield  Board,  Endowment,  Foun- 
dation Budget  & Audit,  SoDaPAC,  Past 
President’s  Breakfast 
1 p.m. -5  p.m.  Scientific  Meetings 
7 p.m.  SoDaPAC  Dinner  and  Speaker 
Saturday,  June  4 

9 a.m.-12  noon  Concurrent  Workshops  (Scientific) 

12  noon-5  p.m.  Specialty  Society  meetings 

7 p.m.  Banquet 
Sunday,  June  5 
Second  House  of  Delegates 
Second  Council  Meeting 
Noon  Adjournment 

Using  this  proposed  format  as  a guide,  the  Commission 
then  planned  a scientific  program  as  follows: 


Thursday,  June  2 


1 p.m. -2  p.m. 

2 p.m. -3  p.m. 

3 p.m. -3:15  p.m. 
3:15  p.m. -4:15  p.m. 

4:15  p.m. -5:15  p.m. 


Rational  Use  of  Estrogens — Kermit 
Krantz,  M.D.,  Kansas  City 
Thyroid  Function  Studies — J.  T.  El- 
ston, M.D  . Rapid  City 
Coffee  Break 

Common  Convulsive  Disorders  in 
Children — Carrol  Isburg,  M.D.,  Yank- 
ton 

Management  of  Lower  Extremity 
Fractures — Franklin  Alvine,  M.D., 
Sioux  Falls 


Friday,  June  3 


1 p.m. -2  p.m. 

2 p.m. -3  p.m. 

3 p.m. -3:15  p.m. 
3:15  p.m. -4:15  p.m. 

4:15  p.m. -5:15  p.m. 


Non-surgical  Management  of  Coro- 
nary Artery  Disease — Myron  Jerde, 
M.D.,  Rapid  City 

Surgical  Evaluation  for  Coronary  By- 
pass Surgery— Robert  Willix,  M.D., 
Sioux  Falls 
Coffee  Break 

Dysfunctional  Uterine  Bleeding 
Loren  Petersen,  USD  School  of  Medi- 
cine 

Initial  Management  of  Burns 
Burn  Unit,  St.  Paul  Ramsey  Hospital 


Saturday,  June  4 Concurrent  Workshops 

9 a.m.-lO  a.m.  Vertigo  and  Tinnitus — R.  E.  Gunnar- 

son,  M.D.,  Sioux  Falls 
Evaluation  of  Chronic  Urinary  Tract 
Infections — Clarence  Hodges,  M.D., 
Portland,  Oregon 

Chronic  Obstructive  Pulmonary  Dis- 
ease— Kumar  Kelkar,  M.D. 

10  a.m. -10:15  a.m.  Coffee  Break 

10:15  a.m. -1 1:15  a.m.  Primary  Dismennorhea 

Loren  Petersen,  M.D.,  USD  Medical 
School 

Long  Term  Therapy  of  Burns 
Burn  Unit,  St.  Paul  Ramsey  Hospital 
Evaluation  of  the  Acutely  Swollen 
Joint — Franklin  Alvine,  M.D. 

1 1:15  a.m. -12:15  p.m.  Vertigo  and  Tinnitus — R.  E.  Gunnar- 
son,  M.D.,  Sioux  Falls 
Eneuresis — Clarence  Hodges,  M.D., 
Portland,  Oregon 

Gynecologic  Endoscopy — Kermit 
Krantz,  M.D.,  Kansas  City 
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The  Commission  on  Scientific  Medicine  recommends  the 
program  as  outlined  above  to  the  Council  for  consideration 
to  the  1977  annual  meeting  to  be  held  in  Aberdeen.  South 
Dakota. 

The  meeting  adjourned  at  5:15  p.m. 

The  Council  discussed  that  section  of  the  report  pertaining 
to  the  thermography  screening  program.  Dr.  Hamm  moved 
that  the  Council  table  the  recommendation  of  the  Commis- 
sion to  correspond  with  Dr.  Haberman  regarding  the  use  of 
mammogram  examinations.  The  motion  was  seconded  by 
Dr.  Elston  and  carried. 

The  Council  discussed  the  Geigy  Symposia  to  be  held  in 
1978  at  Lake  Tahoe,  in  which  the  SDSMA  has  been  asked 
to  lend  its  name  to  the  sponsorship  of  the  meeting.  Dr. 
Odland  moved  that  the  Council  accept  the  Commission’s 
recommendation  to  co-sponsor  the  Geigy  Symposia  if  the 
program  receives  AMA  Category  I credits.  The  motion  was 
seconded  by  Dr.  Aspaas  and  carried. 

The  Council  briefly  discussed  the  Conference  on  Con- 
tinuing Medical  Education  to  be  held  in  Chicago,  October 
5-7.  Dr.  Odland  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  to  underwrite  the  expenses 
of  Dr.  Janusz  to  attend  the  Continuing  Medical  Education 
Conference  in  Chicago.  The  motion  was  seconded  by  Dr. 
Gerber  and  carried. 

The  Council  discussed  the  participation  of  osteopathic 
physicians  and  non-members  at  the  annual  meeting.  Dr. 
Gerber  moved  that  the  Association  invite  osteopaths  to 
participate  in  all  functions  of  the  annual  meeting  and  that 
non-member  South  Dakota  physicians  be  charged  an  addi- 
tional registration  fee  not  to  exceed  more  than  50%  of  the 
member  registration  fee.  The  motion  was  seconded  by  Dr. 
Lang  and  carried. 

The  Council  discussed  the  hours  of  continuing  medical 
education  and  the  suggested  format  for  the  annual  meeting. 
Dr.  Lewis  moved  that  the  Council  accept  the  proposed  pro- 
gram for  the  1977  annual  meeting  to  be  held  in  Aberdeen, 
South  Dakota.  The  motion  was  seconded  by  Dr.  Reaney 
and  carried. 

The  Council  reviewed  the  report  of  the  Commission  on 
Medical  Service  as  presented  by  Dr.  Gerber,  Chairman  of 
that  Commission. 

MINUTES  OF  THE  MEETING  OF  THE 
COMMISSION  ON  MEDICAL  SERVICE 

1:30  P.  M.  Holiday  Inn 

Saturday,  September  11,  1976  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  B.  C.  Gerber,  M.D., 
Chairman  of  the  Commission.  Present  for  roll  call  were 
Drs.  B.  C.  Gerber,  David  Holzwarth,  J.  A.  Rud,  Roscoe 
Dean,  Anton  Petres,  Warren  Jones,  Guy  Tam,  Howard 
Saylor,  and  Bruce  Allen.  The  reading  of  the  minutes  of  the 
previous  meeting  was  dispensed  with  inasmuch  as  they  have 
been  mailed  to  each  Commission  member. 

The  Commission  reviewed  information  on  the  Cardiac 
Service  Program  in  Yankton.  This  is  a pilot  program  which 
has  received  federal  funding  for  three  years.  A motion  was 
made  by  Dr.  Holzwarth  that  Jay  Hubner,  M.D.  be  invited 
to  attend  the  next  Commission  meeting  to  discuss  this  pro- 
gram, its  operation  and  funding,  and  that  he  be  encouraged 
to  disseminate  information  on  this  program  to  the  district 
medical  societies.  The  motion  was  seconded  by  Dr.  Jones 
and  carried. 

Frank  Krogman,  director  of  Emergency  Medical  Services 
in  Pierre,  discussed  the  training  program  for  paramedics.  He 
indicated  that  the  classes  for  the  22  hour  basis  training  will 
be  cut  back  to  10  or  12  courses  due  to  a staff  shortage.  Dr. 
Saylor  moved  that  the  Commission  recommend  to  the 
Council  that  the  SDSMA  encourage  reinstitution  of  the  22 
hour  paramedic  training  course.  The  motion  was  seconded 
by  Dr.  Tam  and  carried. 


The  Commission  discussed  delineation  of  services  and 
the  categorization  of  health  care  facilities  in  the  state.  Fol- 
lowing discussion.  Dr.  Saylor  moved  that  the  Commission 
support  the  categorization  approach  to  Health  Care  Facili- 
ties program  as  presented  and  ask  for  the  continued  co- 
operation of  the  SDSMA  in  the  full  implementation  of  this 
program.  The  motion  was  seconded  by  Dr.  Petres  and 
carried. 

The  Commission  reviewed  the  request  for  establishing 
physical  and  mental  qualification  standards  for  highway 
patrolmen.  The  executive  office  was  directed  to  obtain 
background  material  from  Minnesota,  Nebraska,  Iowa  and 
Montana  concerning  the  standards  they  have  established. 
Dr.  Gerber  will  contact  Dr.  Curtis  Wait  to  notify  him  of  his 
appointment  to  review  the  information  gathered  and  make 
a recommendation  to  the  Commission  at  their  spring  meet- 
ing. 

The  Commission  discussed  the  request  from  John  Han- 
cock Insurance  regarding  surgical  consultations.  Drs.  Gerber 
and  Saylor  will  gather  and  review  information  and  formu- 
late a recommendation  for  ground  rules  for  the  Commis- 
sion’s consideration  at  their  next  meeting. 

Dr.  Guy  Tam  discussed  a letter  he  received  from  Dr. 
Joann  Haberman.  Following  discussion  Dr.  Tam  moved 
the  Commission  request  the  Council  to  recommend  to  Dr. 
Haberman  that  letters  sent  to  patients  from  her  should  state 
only  whether  their  test  findings  were  abnormal  or  normal 
and  in  cases  where  the  test  finding  is  abnormal,  the  patient 
should  be  referred  to  her  own  doctor  for  treatment,  instead 
of  recommending  specific  treatment  by  the  patient’s  physi- 
cian. The  motion  was  seconded  by  Dr.  Saylor  and  carried. 

The  Commission  reviewed  a letter  from  Dr.  Auld  con- 
cerning the  cutback  in  covered  services  for  Welfare  recipi- 
ents and  accepted  this  for  information  only. 

For  the  information  of  the  Commission,  Dr.  Saylor  re- 
viewed his  contact  with  the  Northland  Sports  College  pro- 
fessional association  for  trainers,  physical  therapists,  and 
physicians  involved  with  college  athletic  programs  and 
stated  that  interested  South  Dakota  physicians  are  invited  to 
become  members  and  will  be  solicited  for  membership  on 
an  individual  basis. 

The  meeting  adjourned  at  3:30  p.m. 

Dr.  Harris  moved  that  the  State  Medical  Association  send 
a letter  to  the  Secretary  of  the  Health  Department  encourag- 
ing reinstitution  of  the  previous  number  of  22  hour 
paramedic  training  courses.  The  motion  was  seconded  by 
Dr.  Gerber  and  carried. 

The  Council  discussed  the  categorization  of  health  care 
facilities  in  the  state.  Dr.  Tracy  moved  that  the  Commission 
report  be  amended  to  state  that  the  SDSMA  lend  support  to 
the  study  of  the  Health  Care  Facilities  program  but  not  to 
the  implementation  of  the  program  until  results  of  the  study 
have  been  received  and  reviewed.  The  motion  was  seconded 
by  Dr.  Lewis  and  carried. 

Next  the  Council  discussed  the  request  from  John  Han- 
cock Insurance  regarding  surgical  consultations.  Dr.  Tracy 
moved  that  the  Commission  be  encouraged  to  study  and 
report  back  to  the  Council  their  recommendations  on  this 
request.  The  motion  was  seconded  by  Dr.  Elston  and 
carried.  Dr.  Ryan  moved  that  the  Commission  be  directed  to 
report  to  the  Council  what  the  difference  is,  if  any,  between 
the  establishment  of  guidelines  on  surgical  consultation  and 
the  peer  review  guidelines  as  established  through  the  PSRO. 
The  motion  was  seconded  by  Dr.  Gerber  and  carried. 

Following  a brief  discussion  by  the  Council  on  the 
thermography  program,  Dr.  Harris  moved  to  delete  this 
section  from  the  report.  The  motion  was  seconded  by  Dr. 
Tracy.  Dr.  Aspaas  moved  that  the  Council  adopt  the  fol- 
lowing substitute  motion:  the  SDSMA  inform  Dr.  Haber- 
man it  is  our  recommendation  that  the  thermography  pro- 
gram be  discontinued  in  South  Dakota.  The  motion  was 
seconded  by  Dr.  Gerber.  Dr.  Tracy  moved  that  this  motion 
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be  tabled  and  no  action  taken  on  the  Commission  recom- 
mendation. The  motion  was  seconded  by  Dr.  Elston  and 
carried.  Dr.  Tracy  moved  to  accept  the  report  as  amended. 
The  motion  was  seconded  by  Dr.  Ryan  and  carried. 

The  Council  reviewed  the  report  of  the  Commission  on 
Legislation  and  Governmental  Relations. 

MINUTES  OF  THE  MEETING  OF  THE 
COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 

9:30  A.  M.  Holiday  Inn 

Saturday,  September  11,  1976  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  9:30  a.m.  by  Dr. 
R.  G.  Gere,  Chairman.  Those  present  for  roll  call  were 
Doctors  R.  G.  Gere,  L.  W.  Karlen,  Patrick  McGreevy,  A.  A. 
Lampert,  R.  B.  Henry,  J.  B.  Gregg,  W.  R.  Taylor,  R.  J. 
Foley,  and  R.  W.  Honke.  Also  in  attendance  were  Dr.  Fred 
Leigh,  State  Association  President;  Mrs.  C.  L.  Swanson, 
Auxiliary  Legislative  Chairman;  Dr.  C.  L.  Swanson;  Dr. 
Jerry  Walton;  Dr.  Lloyd  Sweeney;  Dr.  T.  H.  Willcockson; 
Dr.  T.  H.  Sattler;  Dr.  S.  Altman;  Dr.  E.  H.  Heinrichs  and 
Mr.  Frank  Drew  and  Mr.  Henry  Morris,  representing  the 
Hospital  Association. 

Dr.  Gregg  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  have  been 
published.  The  motion  was  seconded  by  Dr.  Karlen  and 
carried. 

Congressman  Larry  Pressler  appeared  before  the  Com- 
mission to  answer  questions  with  regard  to  national  legisla- 
tion affecting  health  care.  A brief  discussion  was  held  con- 
cerning the  National  Health  Insurance  Plans  currently  being 
considered  by  Congress,  the  Talmadge  Bill  and  Health  Man- 
power Legislation.  Congressman  Pressler  indicated  that  he 
was  opposed  to  the  Kennedy-Corman  Health  Bill;  how- 
ever, he  voted  for  the  Catastrophic  Health  Insurance  Bill 
proposed  by  President  Ford.  He  requested  that  the  physi- 
cians in  South  Dakota  correspond  with  him  regarding  their 
concerns  with  health  legislation. 

Mr.  Drew  and  Mr.  Morris,  representing  the  Hospital  As- 
sociation, discussed  possible  introduction  of  legislation  with 
regard  to  the  admissability  of  medical  audit  records  and  the 
destruction  of  medical  records.  Following  discussion  Dr. 
Lampert  moved  that  the  Commission  recommend  to  the 
Council  that  the  Medical  Association’s  legal  counsel  work 
in  cooperation  with  the  legal  counsel  of  the  Hospital  Associ- 
ation to  clearly  define  the  immunity,  admissability  and  the 
discoverability  of  medical  audit  records.  The  motion  was 
seconded  by  Dr.  Gregg  and  carried. 

Mr.  Johnson  reported  on  the  meeting  of  the  Academy  of 
Family  Physicians  Legislative  Committee  held  the  evening 
before  with  regard  to  the  primary  care  residency  funding 
bill.  The  Commission  reviewed  the  bill  which  is  proposed 
by  the  AFP  Committee  along  with  their  request  for  en- 
dorsement. Following  discussion  Dr.  Taylor  moved  that  the 
Commission  recommend  to  the  Council  that  the  State 
Medical  Association  support  the  efforts  of  the  Academy  of 
Family  Physicians  and  endorse  the  primary  care  residency 
bill.  The  motion  was  seconded  by  Dr.  Gregg  and  carried. 

The  Commission  considered  the  Optometry  Practice  Act 
and  the  Optometry  Board  hearing  scheduled  for  September 
18  at  which  time  consideration  will  be  given  to  a change  in 
the  Optometry  Practice  Act.  Following  lengthy  discussion 
Dr.  Gregg  moved  that  the  executive  office  draft  a letter  to 
be  submitted  to  the  Optometry  Board  at  their  hearing  on 
September  18  objecting  to  the  adoption  of  their  proposed 
rules  with  particular  emphasis  that  they  are  doing  by  rule 
and  regulation  what  the  Legislature  forbid  them  to  do  by 
law  during  the  last  legislative  session.  The  motion  was 
seconded  by  Dr.  Karlen  and  carried. 

Dr.  Gregg  moved  the  Commission  recommend  to  the 
Council  that  any  legislation  expanding  the  Optometry  Prac- 


tice Act  be  opposed  by  the  State  Medical  Association.  The 
motion  was  seconded  by  Dr.  Taylor  and  carried. 

Mr.  Johnson  reported  that  the  Professional  Liability 
Commission  will  be  meeting  on  September  25  and  at  that 
time  will  consider  proposing  legislation  with  regard  to 
collateral  source,  periodic  payments  and  a statute  of  limita- 
tions for  minors.  Dr.  Lampert  moved  that  the  Commission 
accept  this  report  concerning  malpractice  legislation  for  in- 
formation only.  The  motion  was  seconded  by  Dr.  Taylor 
and  carried. 

The  Commission  discussed  the  Chiropractic  Practice  Act 
and  the  Attorney  General’s  opinion  allowing  chiropractors 
to  perform  venipuncture  and  acupuncture.  Mr.  Johnson 
stated  that  the  chiropractors  have  indicated  they  will  again 
introduce  legislation  to  allow  them  to  perform  high  school 
athletic  physical  exams.  Dr.  Taylor  moved  that  the  Com- 
mission recommend  to  the  Council  that  the  State  Medical 
Association  oppose  any  alteration  in  the  Chiropractic 
Practice  Act  which  would  clearly  allow  chiropractors  to 
perform  venipuncture  and  acupuncture  and  also  oppose  any 
legislation  which  would  allow  chiropractors  to  perform 
high  school  athletic  physical  exams.  The  motion  was 
seconded  by  Dr.  Foley  and  carried. 

The  Commission  considered  a tentative  draft  of  a bill  by 
the  Pharmaceutical  Association  to  allow  pharmacists  to 
substitute  generic  drugs.  Following  discussion  Dr.  Gregg 
moved  that  the  Commission  recommend  to  the  Council  that 
the  State  Medical  Association  endorse  the  bill  with  three 
additions  as  follows:  1 ) the  pharmacist  is  held  liable  for  any 
substitution  and  2)  the  savings  realized  by  using  a generic 
drug  be  passed  on  to  the  consumer  and  3)  a generic  drug 
may  be  substituted  only  with  the  permission  of  the  prescrib- 
ing physician.  The  motion  was  seconded  by  Dr.  Taylor  and 
carried. 

Mr.  Johnson  briefly  reported  on  the  status  of  the  Health 
Service  Agency  for  South  Dakota.  He  stated  the  HSA  Board 
has  been  selected  and  three  physicians  are  included.  Dr.  T. 
H.  Sattler,  Dr.  Paul  Hohm  and  Dr.  L.  L.  Massa.  This  report 
was  accepted  by  the  Commission  for  information  only. 

The  Commission  discussed  the  need  for  an  educational 
permit  to  practice  medicine  for  interns  or  residents  in  their 
first  year  of  postgraduate  training  before  they  are  eligible  for 
full  licensure.  Dr.  Gregg  moved  that  the  Commission  rec- 
ommend to  the  Council  that  interns  or  residents  in  their 
first  year  of  postgraduate  training  either  obtain  an  educa- 
tional permit  or  be  exempted  from  the  Medical  Practice  Act 
dependent  on  the  recommendations  of  a major  professional 
liability  insurance  carrier  and  the  administrators  in  charge 
of  the  major  postgraduate  training  programs  in  South 
Dakota.  The  motion  was  seconded  by  Dr.  Taylor  and 
carried. 

The  Commission  considered  the  VD  Serology  tests  and 
Certificate  forms  now  requiring  a physician’s  signature  stat- 
ing that  he  has  examined  the  patient.  Dr.  Honke  moved  that 
the  Commission  recommend  to  the  Council  that  the  State 
Medical  Association  sponsor  a change  in  the  statutes  to  read 
that  a physical  examination  be  performed  only  if  the  VDRL 
is  positive.  The  motion  was  seconded  by  Dr.  Taylor  and 
carried. 

The  Commission  reviewed  a letter  from  “We  The  People” 
indicating  they  will  consider  study  and  action  on  the  issue  of 
limiting  the  size  of  doctors’  fees  and  total  incomes.  Dr. 
Gregg  moved  that  the  Commission  recommend  to  the 
Council  that  this  matter  be  referred  to  the  Executive  Com- 
mittee for  additional  study.  The  motion  was  seconded  by 
Dr.  Honke  and  carried.  On  behalf  of  the  Academy  of 
Family  Physicians  Dr.  Walton  stated  the  AFP  is  most  in- 
terested and  concerned  with  this  potential  problem  and  will 
offer  whatever  assistance  they  can  to  the  State  Association 
in  dealing  with  this  matter. 

The  Commission  discussed  the  scheduling  of  regular 
Commission  meetings.  Dr.  Honke  moved  that  the  Com- 


30 


SOUTH  DAKOTA 


mission  on  Legislation  schedule  a meeting  in  September  to 
begin  legislative  plans,  a meeting  in  December  to  finalize 
the  legislative  program  and  if  necessary,  a meeting  in  early 
January  during  the  first  weeks  of  the  Legislative  session  to 
handle  legislation  which  affects  medicine  and  which  has 
not  been  considered  by  the  Commission.  The  motion  was 
seconded  by  Dr.  Taylor  and  carried. 

Dr.  Gregg  discussed  a presentation  by  Mr.  Larry  Pinney 
of  the  State  Drug  Enforcement  Division  to  the  Seventh  Dis- 
trict Medical  Society.  The  following  motion  was  passed  by 
the  Seventh  District  and  Dr.  Gregg  moved  that  the  Com- 
mission recommend  to  the  Council  that  this  motion  also  be 
adopted  by  the  State  Medical  Association:  “recommend 
more  meaningful  dialogue  between  the  State  Health  Depart- 
ment and  the  South  Dakota  State  Medical  Association  in 
the  formation  and  promulgation  of  rules  and  regulations  in 
regard  to  the  use  of  drugs.  The  motion  was  seconded  by 
Dr.  Honke  and  carried. 

Dr.  Heinrichs  appeared  before  the  Commission  and 
briefly  discussed  his  feelings  with  regard  to  legislation  on 
the  Definition  of  Death,  a change  in  the  criminal  code  with 
regard  to  drug  case  involvement,  the  situation  concerning 
health  care  at  Plankinton  State  School,  the  TORCH  law 
which  was  introduced  the  last  session  and  the  present  child 
custody  laws.  Dr.  Taylor  moved  that  these  items  be  con- 
sidered by  the  Commission  at  their  next  meeting.  The  mo- 
tion was  seconded  by  Dr.  Karlen  and  carried. 

Dr.  Gregg  moved  that  the  Commission  recommend  to 
the  Council  that  in  the  event  of  an  emergency  situation,  the 
Chairman  of  the  Commission  on  Legislation  and  the  execu- 
tive secretary  be  empowered  to  act  on  behalf  of  the  Com- 
mission. The  motion  was  seconded  by  Dr.  Henry  and 
carried. 

Dr.  Taylor  moved  that  the  Commission  recommend  to 
the  Council  that  an  additional  lobbyist  be  hired  to  assist 
Mr.  Johnson  during  the  upcoming  legislative  session.  The 
motion  was  seconded  by  Dr.  Gregg  and  carried. 

Mrs.  Swanson  thanked  the  Commission  for  inviting  her 
to  attend  this  meeting  and  offered  the  assistance  of  the 
Auxiliary  and  any  assistance  which  she  as  Auxiliary  Legis- 
lative Chairman  can  provide. 

The  meeting  adjourned  at  1:15  p.m. 

Dr.  Gerber  moved  that  the  Council  accept  that  section  of 
the  report  encouraging  cooperation  with  the  Hospital  Associ- 
ation on  the  definition  of  immunity  and  the  admissability 
and  discoverability  of  medical  audit  records.  The  motion 
was  seconded  by  Dr.  Reaney  and  carried.  Dr.  Gerber  moved 
to  accept  the  recommendation  to  endorse  the  primary  care 
residency  funding  bill.  The  motion  was  seconded  by  Dr. 
Lewis  and  carried. 

The  Council  discussed  that  section  of  the  report  pertain- 
ing to  the  Optometry  Practice  Act.  Dr.  Elston  moved  that 
the  SDSMA  oppose  any  effort  by  the  optometrists  to  expand 
the  Optometry  Practice  Act.  The  motion  was  seconded  by 
Dr.  Odland  and  carried. 

The  Council  discussed  the  Chiropractic  Practice  Act  and 
legislation  that  would  allow  chiropractors  to  perform  high 
school  athletic  physical  exams.  Dr.  Aspaas  moved  to  accept 
the  Commission’s  recommendation  regarding  alteration  of 
the  Chiropractic  Practice  Act  with  the  addition  of  “and 
other  physical  exams,”  the  recommendation  now  being  that 
the  State  Medical  Association  oppose  any  alteration  in  the 
Chiropractic  Practice  Act  which  would  clearly  allow  chiro- 
practors to  perform  venipuncture  and  acupuncture  and  also 
oppose  any  legislation  which  would  allow  chiropractors  to 
perform  high  school  athletic  physical  exams  or  any  other 
physical  exams.  The  motion  was  seconded  by  Dr.  Gerber 
and  carried. 

The  Council  discussed  the  Commission’s  three  recom- 
mended additions  to  the  Pharmaceutical  Association’s  bill 
which  would  allow  pharmacists  to  substitute  generic  drugs. 
Dr.  Tracy  moved  that  the  Council  carefully  assess  the  medi- 


cal objections  to  the  substitution  of  drugs  and  present  that 
as  the  official  objections  of  the  SDSMA  to  the  proposed 
generic  drug  bill.  The  motion  was  seconded  by  Dr.  Hamm 
and  carried. 

The  Council  discussed  the  need  for  an  educational  permit 
to  practice  medicine  for  interns  and/or  residents  in  their 
first  year  of  postgraduate  training  before  they  are  eligible  for 
full  licensure.  Dr.  Reaney  moved  to  accept  this  section  of 
the  Commission’s  report  and  request  that  the  Commission 
continue  its  study  of  this  matter  and  report  its  recommenda- 
tions at  a later  meeting. 

The  Council  discussed  the  VD  Serology  tests  and  Certifi- 
cate forms  now  requiring  a physician’s  signature  stating 
that  he  has  examined  the  patient.  Dr.  Harris  moved  that  the 
Council  accept  the  Commission’s  recommendation  that  the 
State  Medical  Association  sponsor  a change  in  the  statutes 
to  read  that  a physical  examination  be  performed  only  if  the 
VDRL  is  positive.  The  motion  was  seconded  and  carried. 

The  Council  briefly  discussed  the  “We  The  People”  or- 
ganization. Dr.  Tracy  moved  that  the  Council  accept  that 
section  of  the  report  pertaining  to  ‘We  The  People.”  The 
motion  was  seconded  by  Dr.  Lewis  and  carried. 

The  Council  considered  the  Commission's  recommenda- 
tion to  establish  more  meaningful  dialogue  between  the 
State  Health  Department  and  the  SDSMA  in  the  formation 
and  promulgation  of  rules  and  regulations  in  regard  to  the 
use  of  drugs.  Dr.  Tracy  moved  to  accept  this  recommenda- 
tion and  to  include  the  Attorney  Generals  office.  The  mo- 
tion was  seconded  by  Dr.  Harris  and  carried. 

The  Council  considered  the  recommendation  that  the 
Chairman  of  the  Commission  on  Legislation  and  the  Execu- 
tive Secretary  be  empowered  to  act  on  behalf  of  the  Com- 
mission in  emergency  situations.  Dr.  Odland  moved  that  the 
Council  accept  this  recommendation.  The  motion  was 
seconded  by  Dr.  Tracy.  Dr.  Gerber  moved  that  the  Council 
table  this  motion.  The  motion  was  seconded  by  Dr.  Ryan 
and  carried. 

Dr.  Harris  moved  that  the  Council  accept  the  report  of 
the  Commission  on  Legislation  and  Governmental  Relations 
as  amended.  The  motion  was  seconded  by  Dr.  Tracy  and 
carried. 

The  Council  considered  the  report  of  the  Commission  on 
Professional  Liability  as  presented  by  Dr.  Odland,  Chairman 
of  the  Commission. 

MINUTES  OF  THE  MEETING  OF  THE 
COMMISSION  ON  PROFESSIONAL  LIABILITY 

1:00  P.  M.  Holiday  Inn 

Saturday,  September  25,  1976  Aberdeen,  South  Dakota 

The  meeting  was  called  to  order  at  1:00  p.m.  by  the 
chairman.  Dr.  Winston  Odland.  Those  present  for  roll  call 
were  Doctors  Odland,  Muggly,  Radack,  Larson,  Rost  and 
Tracy. 

Dr.  Odland  presented  background  information  on  the 
professional  liability  problem  nation-wide  for  the  informa- 
tion of  the  Commission.  He  also  reviewed  the  current 
status  of  professional  liability  insurance,  its  availability  and 
cost  to  physicians  in  South  Dakota.  Dr.  Odland  further  re- 
ported on  a proposal  from  Glacier  National  Assurance 
Company  to  the  physicians  in  Rapid  City  and  indicated  that 
a similar  proposal  may  be  submitted  to  all  South  Dakota 
physicians. 

The  Commission  reviewed  the  arbitration  brochure  and 
agreement  as  presented.  Following  discussion  Dr.  Odland 
moved  that  the  Professional  Liability  Commission  recom- 
mend to  the  Council  that  the  following  amendments  to  the 
arbitration  brochure  and  agreement  be  accepted  and  that 
the  Medical  Association  seek  a reaffirmation  from  the  State 
Bar  Association  of  their  support  of  the  arbitration  program 
as  discussed  and  passed  during  the  last  legislative  session: 
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1)  Remove  the  seal  of  the  State  Bar  Association  from  the 
first  page  of  the  arbitration  brochure,  and  include  the 
following  wording,  “This  agreement  has  been  pro- 
duced through  the  cooperation  of  the  South  Dakota 
State  Hospital  Association,  the  South  Dakota  State 
Medical  Association  and  the  Medical-Legal  Committee 
of  the  State  Bar  Association.” 

2)  On  page  3,  under  “What  Is  Arbitration?”  add  a third 
paragraph,  “In  1976  the  South  Dakota  State  Legisla- 
ture passed  numerous  amendments  to  the  South  Dako- 
ta Uniform  Arbitration  Act.” 

3)  On  page  3,  under  “Why  Arbitration?”  it  should  read, 
“The  purpose  of  arbitration  is  to  resolve  a case 
promptly,  fairly  and  economically  in  the  interest  of  all 
concerned.  Although  a patient  retains  his  legal  right  to 
counsel  of  his  own  choice  under  arbitration,  an  arbitra- 
tion hearing  is  much  more  private  and  informal  than 
normal  civil  litigation.” 

4)  On  the  center  section  of  the  brochure,  pages  6 and  7, 
the  items  across  the  chart  entitled,  “How  Soon  Will 
My  Case  Be  Heard?”  and  “Dollar  Limit  On  Awards?” 
should  be  deleted. 

5)  On  the  hospital  arbitration  agreement  form  the  seal  of 
the  State  Bar  Association  should  be  deleted. 

6)  Change  paragraph  3 of  the  arbitration  agreement 
deleting,  “or  reject  the  right  of”  so  the  first  sentence 
reads,  “The  undersigned  parties  elect  by  signing  in  the 
appropriate  place  below  to  accept  arbitration  of  such 
claims  set  forth  above.” 

7)  Following  the  fourth  paragraph  on  the  arbitration 
agreement  it  should  read  as  follows: 

“1.  Date  initially  presented  to  patient 
2.  I have  read,  agree,  and  accept  the  Arbitration 
Agreement  and  acknowledge  receipt  of  a signed 
copy  thereof. 

or 


Patient’s  signature/date  Patient’s  representative/ 
date 

3.  The  “HOSPITAL  AND  STAFF”  hereby  agree  to 
the  Arbitration  Agreement. 


Hospital  Administrator  date 

Physician  (or) 

Authorized  Representative” 

8)  Delete  the  sentence  on  the  arbitration  agreement  which 
reads,  “If  you  have  any  questions  as  to  whether  to 
accept  or  reject  this  agreement  you  may  consult  with 
your  legal  counsel.” 

The  motion  was  seconded  and  carried. 

The  Commission  directed  that  the  executive  office  contact 
Mr.  Dave  Gerdes,  legal  counsel,  concerning  the  ability  of  a 
physician  to  sign  the  arbitration  agreement  and  have  a 
designee  of  his  choice  covered  by  the  arbitration  agreement 
if  that  designee  so  desires,  eg.,  in  the  case  of  a solo  practi- 
tioner leaving  a community  and  having  someone  else  cover 
for  him.  Also,  can  an  option  be  included  in  the  agreement 
which  would  allow  the  designated  physician  to  reject  the 
arbitration  agreement  if  he  so  desires. 

Dr.  Larson  moved  that  the  Commission  recommend  to 
the  Council  that  the  State  Medical  Association  encourage  all 
South  Dakota  physicians  to  participate  in  the  arbitration 
plan  as  established.  The  motion  was  seconded  and  carried. 

The  Commission  directed  the  executive  office  to  contact 
those  insurance  carriers  in  South  Dakota  who  write  profes- 
sional liability  coverage  to  determine  whether  or  not  they 
have  any  reservations  about  utilizing  the  arbitration  pro- 
gram. The  Commission  directed  the  executive  office  to  send 
out  a follow-up  to  the  physicians  requesting  those  who  have 
not  returned  their  surveys  regarding  professional  liability 
coverage  to  please  do  so  at  once  so  the  Committee  can  care- 


fully review  and  evaluate  the  problems  which  exist  in  South 
Dakota. 

The  Commission  discussed  the  possibility  of  recom- 
mending to  the  membership  a maximum  amount  of  pro- 
fessional liability  coverage  which  should  be  carried.  Follow- 
ing a lengthy  discussion  the  Commission  directed  the  execu- 
tive office  to  contact  the  AMA  and  other  states  in  our  area 
to  determine  if  their  associations  have  recommended  a limit 
on  professional  liability  coverage. 

The  Commission  reviewed  and  discussed  legislation  affect- 
ing professional  liability  which  could  be  introduced  during 
the  upcoming  legislative  session.  The  executive  office  was 
directed  to  contact  the  North  Dakota  State  Medical  Associa- 
tion and  the  insurance  commissioner  in  North  Dakota  con- 
cerning the  $100,000  tort  liability  bill  being  introduced  into 
the  North  Dakota  legislature.  The  executive  office  was  also 
directed  to  contact  Mr.  Dave  Gerdes  and  request  him  to  re- 
search the  expert  witness  bill  and  informed  consent  bill  and 
submit  his  opinion  prior  to  the  next  Commission  meeting. 
The  Commission  recommended  that  the  Association  prepare 
legislation  concerning  collateral  source  which  may  be  intro- 
duced by  the  insurance  industry  and  that  the  Medical  As- 
sociation offer  its  cooperation  and  assistance  in  getting  such 
legislation  passed.  The  Commission  also  recommended  that 
Mr.  Gerdes  draft  a bill  restricting  the  statute  of  limitations 
for  minors  for  introduction  by  the  Association  during  the 
upcoming  session.  The  Commission  also  recommended  that 
the  Association  have  available  model  contingency  fee  bills 
which  may  be  introduced  if  deemed  necessary  at  a later  date. 
Dr.  Tracy  moved  that  the  Commission  recommend  to  the 
Council  the  following  legislative  priorities: 

1)  Introduce  a statute  of  limitations  on  minors  bill. 

2)  Collateral  source  bill  (cooperate  with  the  insurance  in- 
dustry to  introduce  and  pass  this  bill) 

3)  Have  available  a contingency  fee  bill  for  possible  in- 
troduction if  deemed  necessary. 

4)  Have  available  bills  on  informed  consent  and  expert 
witness  for  possible  introduction. 

The  Commission  discussed  the  proposal  made  to  the 
physicians  in  Rapid  City  from  the  Glacier  National  As- 
surance Company  and  directed  the  executive  office  to  con- 
tact Mr.  Mick  Vickers  to  get  information  on  this  company, 
its  work  in  the  professional  liability  field  and  information  on 
coverage  which  may  be  available  to  South  Dakota  phy- 
sicians. 

The  Commission  discussed  their  responsibilities  in  the 
area  of  reviewing  and  making  recommendations  with  regard 
to  assuring  quality  medical  services  to  the  people  of  South 
Dakota.  It  was  noted  that  the  Commission  and  the  State 
Medical  Association  have  endorsed  the  establishment  of  the 
Professional  Service  Review  Organization  and  the  Continu- 
ing Medical  Education  program  for  physicians  and  they  en- 
dorse the  efforts  of  the  State  Board  of  Medical  and  Osteo- 
pathic Examiners.  The  Commission  did  request  the  Founda- 
tion for  Medical  Care  which  handles  the  Professional  Serv- 
ice Review  Organization  contract  to  keep  the  Professional 
Liability  Commission  informed  of  any  areas  of  needed  im- 
provement in  the  quality  of  medical  care  to  the  extent  that 
the  Foundation  could  release  such  confidential  information. 
The  Commission  recommended  that  the  executive  office 
draft  a statement  which  can  be  distributed  to  the  legislators 
outlining  specific  plans  and  programs  which  have  been  im- 
plemented and  endorsed  by  the  State  Medical  Association 
which  will  help  assure  high  quality  medical  care  for  South 
Dakotans  and  which  will  reduce  the  potential  liability 
problems. 

The  Commission  also  discussed  the  possibility  of  intro- 
ducing legislation  for  the  licensure  of  interns  and  residents. 
The  Commission  directed  the  executive  office  to  obtain  in- 
formation from  the  Pharmaceutical  Association  concerning 
the  procedure  for  interns  and  residents  when  writing  pre- 
scriptions and  report  back  at  the  next  meeting  of  the  Com- 
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mission. 

The  next  meeting  will  be  held  prior  to  the  legislative  ses- 
sion at  the  call  of  the  chairman.  The  meeting  adjourned  at 
4:30  p.m. 

The  Council  discussed  the  proposed  amendments  to  the 
arbitration  brochure  and  agreement.  There  is  a point  of 
disagreement  between  the  Commission  on  Professional  Li- 
ability and  the  Bar  Association  concerning  the  placement  of 
the  statement  “If  you  have  any  questions  as  to  whether  to 
accept  or  reject  this  agreement  you  may  consult  with  your 
legal  counsel,”  on  the  arbitration  agreement.  Dr.  Gerber 
moved  that  the  Commission  be  empowered  to  negotiate  this 
matter  with  the  Bar  Association.  The  motion  was  seconded 
by  Dr.  Tracy  and  carried.  Dr.  Reaney  moved  that  the  Coun- 
cil accept  the  proposed  amendments  to  the  arbitration  bro- 
chure and  agreement.  The  motion  was  seconded  by  Dr. 
Lewis  and  carried.  Dr.  Tracy  moved  to  accept  the  Commis- 
sion’s recommendation  to  encourage  all  South  Dakota 
physicians  to  participate  in  the  arbitration  plan  as  estab- 
lished. The  motion  was  seconded  by  Dr.  Lang  and  carried. 

The  Council  discussed  the  Commission’s  proposed  study 
regarding  a maximum  on  professional  liability  coverage, 
legislative  priorities,  and  a proposal  made  to  the  physicians 
in  Rapid  City  from  the  Glacier  National  Assurance  Com- 
pany. 

Dr.  Tracy  moved  that  the  Council  accept  the  report  of 
the  Commission  on  Professional  Liability.  The  motion  was 
seconded  by  Dr.  Elston  and  carried. 

The  Council  adjourned  for  lunch  at  12:30  and  reconvened 
at  1:30  p.m. 

Mr.  Johnson  reported  briefly  on  the  activities  of  the 
Foundation,  which  has  received  a conditional  grant,  for  the 
Councilors’  information.  Dr.  Ryan  moved  that  the  Council 
accept  the  report  as  presented.  The  motion  was  seconded  by 
Dr.  Jones  and  carried. 

Dr.  Leigh  reported  on  the  Executive  Commission  for  the 
information  of  the  Council.  He  briefly  reviewed  the  actions 
taken  at  the  two  meetings  of  the  Commission,  one  held  in 
Huron  on  August  31,  and  the  second  held  in  Pierre  on 
September  21.  Dr.  Tracy  discussed  alleged  irregular  prac- 
tices which  were  brought  to  the  Commissions’  attention,  and 
moved  that  the  Council  Chairman  appoint  a special  com- 
mittee, composed  of  the  Executive  Commission,  one  rep- 
resentative from  the  Sioux  Falls  District  and  one  representa- 
tive from  the  Yankton  District  to  thoroughly  investigate  this 
matter  and  report  back  to  the  Council.  The  motion  was 
seconded  by  Dr.  Elston  and  carried. 

Dr.  Lewis  moved  that  the  Council  accept  the  report  of 
the  Executive  Commission.  The  motion  was  seconded  by 
Dr.  Reaney  and  carried. 

Next  the  Council  considered  the  report  from  the  Rosebud 
District  Medical  Society  on  their  bylaws  and  election  of 
officers.  Dr.  Tracy  moved  that  the  Council  accept  the  report 
and  bylaws  for  the  Rosebud  District.  The  motion  was  sec- 
onded by  Dr.  Reaney  and  carried. 

Dr.  Leigh  reported  on  the  Huron  court  case.  He  stated 
that  the  hospital  is  open  to  the  public,  operating  as  usual 
and  that  the  city  of  Huron  is  planning  to  purchase  the 
hospital.  Dr.  Ryan  moved  that  the  Council  accept  the  report 
from  Dr.  Leigh  on  the  Huron  court  case.  The  motion  was 
seconded  by  Dr.  Lewis  and  carried. 

The  Council  discussed  the  relative  value  study,  and  re- 
viewed a copy  of  a letter  from  the  FTC  addressed  to  the 
Minnesota  Medical  Association,  and  remarks  from  SDSMA 
legal  counsel,  Dave  Gerdes.  Dr.  Lang  moved  that  the  Coun- 
cil accept  the  report  for  information.  The  motion  was  sec- 
onded by  Dr.  Whitney  and  carried. 

The  Council  reviewed  a letter  from  Mr.  Ben  Diamond  of 
the  State  Health  Department.  Dr.  Tracy  moved  that  Mr. 
Diamond’s  recommendation  be  referred  to  the  appropriate 
commission  for  consideration  and  that  the  Council  send 
Mr.  Diamond  a letter  thanking  him  for  his  38  years  of  dedi- 


cated service  to  medicine  and  to  the  people  of  South  Dakota. 
The  motion  was  seconded  by  Dr.  Whitney  and  carried. 

The  Council  reviewed  a letter  from  Mr.  Rulon  Garfield, 
Regional  Director,  Department  of  HEW,  Denver,  Colorado, 
concerning  program  review  teams;  each  team  to  be  com- 
posed of  nine  members,  four  of  which  are  physicians.  Dr. 
Reaney  moved  that  the  Council  accept  this  report  for  in- 
formation. The  motion  was  seconded  by  Dr.  Tracy  and 
carried. 

The  Council  reviewed  a proposal  for  a one  and  one-half 
day  Council  meeting  for  those  meetings  at  which  Commis- 
sion reports  are  considered.  Dr.  Tracy  moved  that  the 
Council  accept  the  format  for  a one  and  one-half  day 
Council  meeting  for  the  fall  and  spring  meetings.  The  mo- 
tion was  seconded  by  Dr.  Lewis  and  carried. 

The  Council  reviewed  a letter  from  the  Osteopathic  As- 
sociation, offering  their  support  to  the  State  Medical  As- 
sociation in  all  legislative  endeavors.  Dr.  Reaney  moved  to 
accept  this  letter  as  presented.  The  motion  was  seconded  by 
Dr.  Hamm  and  carried. 

The  Council  reviewed  the  letter  requesting  nominees  for 
the  Outstanding  South  Dakota  Physician  Award  for  the 
Governor’s  consideration.  Dr.  Hamm  moved  that  informa- 
tion be  directed  to  the  District  Medical  Societies  for  nomi- 
nees for  this  award.  The  motion  was  seconded  by  Dr. 
Reaney  and  carried. 

The  Council  reviewed  the  recommendations  from  the 
Committee  on  Nursing  Home  Regulations.  Following  dis- 
cussion Dr.  Gerber  moved  that  the  Council  accept  the  rec- 
ommendations of  this  Committee  and  forward  these  to  the 
Legislative  Research  Study  Committee.  The  motion  was 
seconded  by  Dr.  Whitney  and  carried. 

The  Council  considered  a letter  from  the  Harold  Diers 
Company  of  Omaha,  Nebraska,  concerning  a proposal  for 
overhead  insurance  coverage.  Mr.  Johnson  stated  that  the 
present  group  overhead  insurance  program  is  being  can- 
celled. Dr.  Reaney  moved  that  the  Association  endorse  the 
Harold  Diers  Company  overhead  expense  insurance  for 
physicians  in  the  State  Medical  Association.  The  motion  was 
seconded  by  Dr.  Stiehl  and  carried. 

The  Council  considered  a recommendation  from  the 
State  U & R Committee.  Dr.  Gerber  moved  to  table  the 
recommendations  from  the  State  U & R Committee.  The 
motion  was  seconded  by  Dr.  Odland.  Vote:  7 for,  8 
against.  Motion  failed.  Dr.  Lewis  moved  to  accept  the  rec- 
ommendations of  the  Committee.  The  motion  was  seconded 
by  Dr.  Ryan.  Dr.  Tracy  moved  that  the  Council  adopt  the 
following  substitute  motion:  this  information  be  referred 
back  to  the  U & R Committee  for  delineation  of  their  rea- 
sons for  these  recommendations  concerning  these  proposed 
policy  statements,  and  request  that  they  consult  with  OB- 
GYN  specialists  and  urologists.  The  motion  was  seconded 
by  Dr.  Reaney  and  carried. 

Mr.  Johnson  discussed  with  the  Council  the  establishment 
of  policy  for  the  seating  of  additional  Councilors.  Dr. 
Reaney  moved  that  State  Association  members  from  each 
district  be  counted  just  prior  to  the  annual  meeting  and 
Councilors  allotted  for  each  district  for  the  year  at  the  time 
of  the  annual  meeting.  The  motion  was  seconded  by  Dr. 
Harris.  Vote:  14  for,  1 against.  Motion  carried. 

The  Council  also  discussed  the  swine  flu  vaccinations  and 
the  method  of  charging  for  these  shots  if  given  in  the  doc- 
tors office.  Dr.  Tracy  moved  that  the  Council  thank  Dr. 
Elston  for  his  many  years  of  service  to  the  Council  and  the 
State  Medical  Association.  The  motion  was  seconded  by  Dr. 
Hamm  and  carried. 

Dr.  Hamm  gave  a brief  update  on  the  USD  School  of 
Medicine  for  the  Councilors’  information. 

Dr.  Swanson  thanked  Dr.  Chloupek  for  attending  the 
Council  meeting.  He  also  thanked  Dr.  Tracy  for  his  ten 
months  of  service  in  the  absence  of  a health  officer.  Dr. 
Chloupek  addressed  the  Council  stating  his  hope  for  con- 
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tinued  cooperation  between  the  Health  Department  and  the 
physicians  in  South  Dakota  and  offered  his  assistance  in 
this  regard. 

The  meeting  adjourned  at  3:30  p.m. 


■milk 

sun 


Now  leasing  both  cars 
and  trucks  to  help 
solve  your  total 
transportation  needs 
in  a professional 
manner. 


Contact:  Al  Borgen 


4200  WEST  TWELFTH 
P.  O.  DRAWER  P 

SIOUX  FALLS,  SOUTH  DAKOTA  57101 
(605)  336-1700 


ASSOCIATE  DIRECTOR  FOR 
FAMILY  PRACTICE 
RESIDENCY  PROGRAM 

Newly-developed  Family  Practice  Residency 
Program  serving  Waterloo-Cedar  Falls  area 
needs  Associate  Director  to  start  February, 
1977.  Position  involves  teaching  and  supervi- 
sion of  Residents  plus  direct  patient  care.  New 
7,000  sq.  ft.  model  office.  Program  is  affiliated 
with  the  University  of  Iowa  College  of  Medi- 
cine and  offers  an  opportunity  for  a more 
relaxed  practice  of  medicine  plus  academic 
advantages.  Adequate  salary  plus  fringe  bene- 
fits equal  to  20%  of  base  salary.  Ample  vaca- 
tion and  opportunity  for  postgraduate  study. 
Contact: 

Charles  A.  Waterbury,  M.D. 

Program  Director 
635  Black’s  Building 
Waterloo,  Iowa  50703 


PSYCHIATRIC  RESIDENCY 

Vacancies  for  positions  for  July  1,  1977,  for 
those  who  have  a regular  Iowa  license  or  can 
obtain  one  by  reciprocity  or  via  FLEX.  Pre- 
pare for  career  in  private  practice,  commu- 
nity clinics  or  hospital  based  psychiatry.  Em- 
phasis on  close  supervision  of  intensive  indi- 
vidual and  group  psychotherapy,  OPD,  Chil- 
dren’s Unit,  Adolescent  Unit.  Neurology  affil- 
iation with  University  of  Iowa.  The  stipends 
are:  1st  year  $21,294;  2nd  year  $22,360;  3rd 
year  $23,478.  Intensity  and  diversity  of  train- 
ing program  appreciated  best  by  personal 
visit. 

T.  B.  McManus,  M.D.,  Superintendent 
Mental  Health  Institute 
Cherokee,  IA  51012 
Call  Collect  (712)  225-2594 

Equal  opportunity  employer. 


CHAIRPERSON  AND  PROFESSOR, 
DEPARTMENT  OF  SURGERY 

The  University  of  South  Dakota  School  of  Medi- 
cine is  seeking  a Chairperson  and  Professor  for 
their  Department  of  Surgery.  Applicants  must 
have  Doctor  of  Medicine  Degree;  Certification  by 
American  Board  of  Surgery;  Eligible  to  obtain 
licensure  in  South  Dakota;  Five  years  of  experi- 
ence in  academic  surgery  or  in  the  practice  of 
surgery.  Salary  is  negotiable.  Closing  date  for 
applications:  February  1,  1977.  Interested  appli- 
cants should  send  a curriculum  vitae  and  names 
of  three  references  to:  Robert  H.  Quinn,  M.D., 
Chairperson,  Search  Committee  for  Chairperson 
of  Surgery,  School  of  Medicine.  The  University 
of  South  Dakota,  2501  West  22nd  Street,  Sioux 
Falls,  SD  57101.  Equal  Education  and  Employ- 
ment Opportunity/Affirmative  Action  Institution. 
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LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 
MEGALOBLASTIC  ANEMIAS 

The  finding  of  a macrocytic  anemia  especially 
with  other  characteristic  findings  on  the  peripheral 
blood  smear  such  as  the  presence  of  hyperseg- 
mented  neutrophils,  marked  variation  in  red  cell  size 
and  the  oval  shape  of  the  macrocytes  is  strongly  sug- 
gestive of  anemia  due  to  Vitamin  B12  or  folate  defi- 
ciency. These  are  often  termed  megaloblastic 
anemias  because  of  the  striking  megaloblastic  ery- 
throid  maturation  in  the  bone  marrow. 

The  laboratory  may  be  helpful  in  confirmation  of 
the  diagnosis  of  folate  or  Vitamin  B12  deficiency 
through  determinations  of  serum  Vitamin  B12  and 
folate  levels.  It  is  of  great  importance  to  distinguish 
between  these  two  deficiencies.  The  therapy  is  dif- 
ferent and  the  treatment  of  Vitamin  B12  deficiency 
with  folate  can  lead  to  crippling  neurologic  compli- 
cations because  folate  may  produce  remission  of  the 
anemia  but  does  not  alleviate  the  neurologic  deficit 
specific  to  Vitamin  BI2  deficiency. 

If  the  serum  Vitamin  B12  level  is  depressed,  the 
next  important  step  is  to  pinpoint  the  cause  of  the 
deficiency.  In  order  to  do  so,  one  must  know  the 
pertinent  facts  of  Vitamin  B,2  absorption. 

The  only  significant  source  of  Vitamin  B12  is  from 
the  ingestion  of  animal  protein.  Vitamin  BJ2  can  only 
be  absorbed  if  it  combines  with  a substance  called 
intrinsic  factor  derived  from  the  parietal  cells  of  the 
gastric  mucosa.  Even  though  this  combination  takes 
place  in  the  stomach,  absorption  of  Vitamin  BJ2  does 
not  take  place  in  that  organ.  The  intrinsic  factor 
Vitamin  Bj2  combination  attaches  to  receptors  in  the 
ileum,  the  site  of  Vitamin  B,2  absorption. 

With  the  exception  of  a strict  vegetarian  diet, 
Vitamin  B]2  deficiency  from  lack  of  intake  of  the 
vitamin  is  non-existent  since  only  minute  quantities 
of  the  vitamin  are  required.  Lack  of  intrinsic  factor 
from  total  gastectomy  or  gastric  mucosal  atrophy 
(pernicious  anemia)  is  quite  common.  However, 
diseases  which  retard  ileal  absorption  of  intrinsic 
factor — Vitamin  B12  combination  results  in  deficien- 
cy. Such  conditions  include  small  bowel  mucosal 
abnormalities  producing  malabsorption  syndrome 
such  as  sprue  and  Whipple’s  disease,  ileitis,  blind 
loop  syndrome,  pancreatic  insufficiency  or  fish  tape- 
worm infestation.  The  next  step  is  to  pinpoint  the 
cause  of  Vitamin  B]2  malabsorption.  One  helpful 
method  in  making  this  determination  is  the  Schilling 
test  to  be  discussed  in  the  next  laboratory  aid. 

John  F.  Barlow,  M.D. 


SELF-EMPLOYED? 
WITHOUT  A 

RETIREMENT  PROGRAM? 


We  can  help  you  build  your  program 
and  save  thousands  of  dollars  in  income 
taxes  . . . 


As  a member  of  the  medical  profession, 
you  can  enjoy  the  benefits  of  a big 
company  retirement  plan  with  the  many 
tax-savings  advantages. 

Under  the  Pension  Law,  you  may  con- 
tribute up  to  $7,500  or  15%  of  your 
earned  income,  whichever  is  less,  to  an 
HR  10  plan  and  all  or  nearly  all  is  tax 
deductible.  The  earnings  on  your  plan 
accumulate  tax-free  until  you  retire. 

Why  not  let  Uncle  Sam  help  you  build 
toward  a more  comfortable  retirement? 
Equitable  of  Iowa  will  supply  informa- 
tion on  how  you  can  benefit  from  the  HR 
10  plan  rules  by  contacting: 

Quentin  De  Saix  and  Associates 
7' Suite  316,  Security  Bldg. 

V 101  South  Main  Avenue 
Sioux  Falls,  SD  57102 
(605)  336-3545 


EQUITABLE  OF  IOWA 
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CONFERENCES  FOR 
MEDICAL  PROFESSIONALS 

Over  500  listings  of  national/international 


meetings,  conferences  and  seminars  in  the 
medical  sciences  for  1977.  Send  a $10.00 
check  or  money  order  payable  to: 

Professional  Calendars 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL  AS- 
SOCIATIONS WITH  WHOM  YOU  ARE  ASSOCI- 
ATED. REFERENCES  TO  QUALIFIED  INQUIRIES  ARE 
GLADLY  FURNISHED. 


P.O.  Box  40083 
Washington,  DC  20016 


39th  & MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 


C.  H.  “Chuck"  Point,  Mgr.  Home  phone  336-3168 


Stairway-Elevator 


Phone  us  toll  free 
for  more  information 
1 -800-952-3968 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 

Sioux  Falls,  SD  57105 

PUTTING  PEOPLE  IN  MOTION 
with  AMERICAN  STAIRGLIDE  products 


Electric 

Wheelchair 


Porchlift 

Easy-Lift  Chair 
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THE 

ALUMNI 

ASSOCIATION 


of  the 


SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 

has  been  established  by  the  South  Dakota  Medical  School  Endow- 
ment Association.  Among  other  activities,  the  Alumni  Association 
will  serve  as  a source  of  information  for  graduates  and  will  help 
organize  class  reunions. 

The  South  Dakota  School  of  Medicine  will  be  a four-year  degree 
granting  school  by  1977,  and  through  the  establishment  of  the 
Alumni  Association  the  school,  and  past  and  present  students 
will  be  better  served. 


Contributions  may  be  sent  to: 

Alumni  Association 
South  Dakota  Medical  School 
Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 
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Letters  To  The 

Editor 

Thyroid  function  tests  have  had  some  of  the  most 
confusing  nomenclature  one  could  imagine,  and  it  is 
my  reaction  that  the  “Laboratory  Aids”  in  the  Sep- 
tember, 1976  issue  of  the  SDJM,  page  24,  does  not 
clarify  the  situation. 

Historically,  the  initials  BMR  and  PBI  set  the 
stage  for  a series  of  letters  and  numbers  which  have 
become  alphabet  soup  for  most  physicians.  At 
present  time,  the  following  tests  are  available  (and 
mentioned  in  the  Laboratory  Aids  article)  T-3  level 
(Total  T-3,  T-3  by  RIA),  T-3  resin  uptake,  TBG, 
T-4  level  (T-4  by  RIA,  Total  T-4,  Murphy-Pattee 
T-4),  ETR,  TSH,  and  free  T-4. 

There  are  specific  indications  for  ordering  each  of 
these  tests,  as  follows: 

(a)  T-3  resin  uptake:  Screening  and  follow-up  of 
altered  thyroid  function  in  “routine”  situa- 
tion, or  when  altered  binding  proteins  are 
suspected  (e.g.,  oral  contraceptives,  pregnan- 
cy). 

(b)  Total  T-4:  Same  as  (a). 

(c)  Total  T-3:  Suspected  T3  - thyrotoxicosis 
(Rare!).  This  test  is  expensive,  and  therefore 
NOT  a screening  test  ($29.50  at  Bioscience 
Laboratories). 

(d)  TBG:  When  altered  levels  of  binding  pro- 

teins are  suspected. 

(e)  ETR:  Useless. 

(f)  TSH:  Differential  diagnosis  of  Myxedema. 
90%  are  primary  thyroid  gland  failures  with 
high  TSH;  only  10%  are  pituitary  (or  hypo- 
thalamic) problems,  with  undetectable  levels 
of  TSH. 

(g)  Free  T-4:  Although  not  mentioned  in  the 
article,  this  test  is  of  considerable  significance 
in  situations  of  suspected  thyrotoxicosis 
where  altered  binding  proteins  coexist  (such 
as  the  anxious  pregnant  woman  with  minimal 
goiter),  since  it  measures  unbound,  hormo- 
nally active  thyroxine  (T  4). 

There  are  still  more  tests  on  the  horizon: 

(h)  Free  T-3:  The  counterpart  of  Free  T-4,  in 
that  it  measures  unbound  triiodothyronine 
(T-3).  This  could  become  the  “ultimate”  in 
thyroid  functioning  testing,  but  is  technically 
extremely  difficult  to  perform. 

(i)  Reverse  T-3:  T-3  with  the  single  iodine  on 
the  opposite  ring  than  usual;  this  molecule 


exists  in  high  concentration  in  the  fetal  cir- 
culation. 

(j)  Stimulation  testing  with  TRH:  The  hypo- 
thalamic tripeptide  called  thyrotropin  releas- 
ing hormone,  will  be  available  in  the  near  fu- 
ture to  help  discriminate  between  hy- 
pothalamic and  pituitary  etiologies  of  sec- 
ondary myxedema. 

There  is  no  hope  for  a single  thyroid  function  test 
in  the  foreseeable  future,  and  it  is  my  opinion  as  a 
practicing  endocrinologist  that  all  physicians  should 
be  vaguely  familiar  with  the  existence  of  these  multi- 
tudinous tests,  although  I doubt  that  there  is  much 
reason  for  the  routine  use  of  any  of  these  except  the 
T-3  uptake,  Total  T-4,  TSH.  and  Free  T-4. 

Sincerely, 

William  W.  Quick,  M.D. 
Clinical  Assistant  Professor 
USD  School  of  Medicine, 
Department  of  Medicine 


The  following  is  a reply  to  Dr.  Quick’s  comments  from  the 
author  of  the  “ Laboratory  Aids"  article  which  appeared 
in  the  September  Journal. 

I agree  with  Dr.  Quick's  statement  that  thyroid 
function  tests  have  had  some  of  the  most  confusing 
nomenclature.  At  this  point  I tend  to  depart  from 
some  of  the  statements  that  he  makes.  The  labora- 
tory aid  he  discusses  was  one  of  a three  part  series 
on  thyroid  function  tests  and  I would  think  one 
would  have  to  refer  to  all  three  of  these  to  make  a 
meaningful  whole.  Points  A and  B of  Dr.  Quick  were 
well  discussed  in  the  laboratory  entitled  “Screening 
Thyroid  Function  Tests”  in  March  1976. 

I agree  with  point  C concerning  total  T3.  How- 
ever, the  total  T3  may  be  elevated  in  the  absence  of 
an  elevated  T4  in  a patient  with  clinical  hyper- 
thyroidism. This  is  T3  thyrotoxicosis.  I would  also 
like  to  take  issue  with  the  economics  in  that  the 
total  T3  radioimmunoassay  is  being  done  at  high 
quality  level  with  good  quality  control  for  a con- 
siderably less  price  than  stated  by  Dr.  Quick  by 
several  laboratories. 

I have  no  comment  about  the  use  of  the  TBG 
levels  as  this  can  be  indirectly  assessed  by  the  T3 
resin  uptake.  However,  the  cavalier  dismissal  of  the 
effective  thyroxine  ratio  (ETR)  as  useless,  I feel  is  a 
little  unjustified  as  the  test  is  done  either  as  an  ETR 
or  normalized  T4  in  many  laboratories.  This  test 
does  serve  a useful  screening  function  since  ab- 
normalities in  thyroid  binding  globulin  which  alter 
the  T3  uptake  or  T4  tests  are  corrected  in  this  test. 
For  a more  complete  discussion,  I again  refer  you 
to  the  laboratory  aid  entitled  “Screening  Thyroid 
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Function  Tests"  in  March  1976.  Dr.  Quick  discussed 
the  TSH.  This  was  discussed  in  the  laboratory  aid 
entitled  "Thyrotrophin  (TSH)’’  in  June  1976. 

Dr.  Quick  mentions  the  importance  of  the  free 
T4.  While  this  is  a very  important  test,  it  is  most  ex- 
pensive and  difficult  to  perform  with  great  precision. 
A good  estimate  of  the  free  T4  can  be  obtained  by 
obtaining  a T3  resin  uptake  and  T4  level  and  cal- 
culating the  product  of  the  two  known  as  the  T7. 
This  is  also  explained  in  the  laboratory  aid  “Screen- 
ing Thyroid  Function  Tests”. 

The  free  T3  and  reverse  T3  indeed  should  prove 
to  be  interesting  tests  in  the  future  as  Dr.  Quick 
suggests.  Stimulation  of  testing  by  TRH  is  briefly 
described  in  the  laboratory  aid  entitled  “Thyrotro- 
phin (TSH)”. 

Sincerely, 
John  F.  Barlow,  M.D. 

Pathologist 
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